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It has been amply demonstrated in animal experiments by 
numerous workers that a deficiency of folic acid, however 
induced, has a profound depressing effect on the production 
of red cells, white cells, and platelets. The clinical 
application of this work was immediately recognized by 
physicians, but therapeutic trials were unsatisfactory until 
preparations of folic acid derived from natural products of 
vegetable and animal origin were replaced by Lactobacillus 
casei factor synthesized by Angier et al. (1945). Reports of 
the therapeutic value of this substance in certain types of 
anaemia and intestinal syndromes have been published in 
America (Berry and Spies, 1946; Zuelzer and Ogden, 
1946 ; Lopez, Spies, et al., 1946 ; Doan, 1946) and in Great 
Britain (Wilkinson, Israéls, and Fletcher, 1946; Davidson 
and Girdwood, 1946). By courtesy of Messrs. Lederle, Inc., 
we have been supplied with sufficient synthetic folic acid to 
treat 48 patients suffering from a variety of disorders of the 
blood and alimentary tract. This paper comprises a report 
on the therapeutic results obtained, a discussion of the 
mechanism underlying the action of folic acid, and a com- 
parison of our findings with those recorded by other 
workers. The haemoglobinometer used in this investigation 
gave a reading of 100% =13.8 g. per 100 ml. 


Pernicious Anaemia 


Sixteen cases have been treated with folic acid given in 
various amounts and by different routes of administration. 
Representative cases are shown in Table I. An effective 


TABLE I.—Pernicious Anaemia treated with Folic Acid 

















Reticulocyte Folic Acid 
Case |Age | Sex| Day | Hb% Gattis) % 
Peak | Day | Daily Dosage | Days 
722|M] 1 | 38 | 125 | 400] 9 | 20 mg.orally| 1-20 
{ 21 72 3-31 
42 80 3-78 
37 | M 1 $2 2-05 10-0 10 20> ae 1-20 
2 20 80 2-92 
70 100 4:19 
a { 53 | M 1 36 1-27 9-0 8 S eS 1-8! 
81 104 4:85 
+{ 64; M 1 36 1-20 28-9 8 2.5 mg. 45 1-39 
39 90 4-05 
s{ 461M 1 46 1-55 2-0 8 1 me , 1-12 
14 42 1-56 
68 | F 1 30 1-30 25-2 13 1 je 1-37 
6{ 37 | 86 | 3-57 — 
7{ 49 | F 1 36 1-50 72 24 Se. 2-15 
25 33 1-45 20 mg. , 16-25 


























haemopoietic response was obtained from the daily oral 
administration of folic acid in doses of 2.5 mg. in four 
cases, 5 mg. in two cases, 10 mg. in three cases, and 20 mg. 
in one case. It is clear that folic acid alone in a dosage of 
5 mg. daily can restore the blood level quantitatively and 
qualitatively to normal (see Case 3). Folic acid in a daily 
dose of 1 mg. by mouth was given to two patients. In one 
no change in the blood level occurred, whereas in the other 
there was an excellent haemopoietic response as shown in 
Table I (Case 6). In a third case no response was obtained 
from the daily intravenous administration of 1 mg. for 14 
days. A marked fall in the blood level occurred, neces- 
sitating a blood transfusion. A- subsequent response to. 
5 mg. of folic acid intravenously resulted. 

200 mg. of folic acid intramuscularly and 400 mg. orally 
in a single dose given to two cases of pernicious anaemia 
produced no uipleasant side-effects, and there were excellent 
initial haemopotetic responses, which, however, lasted only 
for 14 days. Large single doses appear to be a wasteful 
method of admin:stration, since the same quantity of folic 
acid given in 5- or 10-mg. doses daily produces a much 
greater total rise in the red cell count. 

Sensitivity to Liver Extract—Case 1 was sensitive to 
parenteral liver therapy, as indicated by severe local and 
general reactions. But no such reactions occurred when 
synthetic folic acid was given orally, intracutaneously, or 
intramuscularly to this case and to three others of our cases’ 
of pernicious anaemia sensitive to parenteral liver therapy. 

Failure to Respond to Folic Acid.—Case 7 was the only 
one which failed to respond to folic acid, although it was 
typical of pernicious anaemia in every respect. The 
patient's erythrocytes reached a level of 5,660,000 per c.mm. 
on subsequent treatment with “ anahaemin.” Other points 
of particular interest in this case were: 

1. That severe agranulocytosis developed during treat- 
ment with folic acid, the white cell count falling to 800 per 
c.mm. and the temperature rising to 105° F. (40.6°C.) 
accompanied by marked prostration. 

2. The febrile reaction responded to penicillin therapy 
and the white cell count started to rise after 48 hours’ treat- 
ment with 150 mg. of pyridoxine daily by mouth, reaching 
a peak of 9,000 per c.mm. after 8 days’ treatment. Three 
days after cessation of treatment with pyridoxine the 
patient developed multiple peripheral neuritis which pro- 


. gressed to a complete paralysis of all four limbs with total 


loss of reflexes. Eventually she made an excellent recovery. 
The cause of the peripheral neuritis remains obscure. The 
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possibility that the metabolic effect of vitamin B, was Cooke, Elkes, et al. (1946) showed 31.4% total fat and 
antagonized by the preceding administration of folic acid 89.7% absorption. There was therefore no definite ey 
and pyridoxine, both members of the vitamin B, group, dence of poor absorption of fat. Free hydrochloric a¢ 
was considered, but was rejected in favour of a diagnosis was present in the test meal after histamine, and the marrow 
of infective polyneuritis. No satisfactory explanation of was megaloblastic. é' 
the failure of Case 7 to respond to adequate amounts of A study of the graph shows that the patient was refrac. | 
folic acid is available unless it be postulated that the virus tory to parenteral liver therapy, as there was no alteration 
causing the infective polyneuritis inhibited the expected jn the blood level or in the megaloblastic character Of ‘the 
therapeutic response and was also responsible for the bone marrow despite the fact that after each injection 
development of the agranulocytosis. liver extract an increase of reticulocytes occurred. Folie 
e E 
Subacute Combined Degeneration of the Cord S j 
Three patients suffering from subacute combined = pn 5 
degeneration of the cord were treated with folic ae z 
In two of these cases no subjective or objective late 3| 5 < 
improvement resulted, while in the third case the neuro- siecee ie} $ 
logical features deteriorated rapidly coincidentally with a a p- ie 
marked improvement in the blood level. The features of 30 ee } fee SS 
this case were as follows: 4 pone y + 
The patient was a woman aged 30. Her haematological find- 
ings were: Hb, 36% ; red cells, 1,500,000 per c.mm. ; C.L, 1.2. 3 |60)30 
The bone marrow was megaloblastic, and gastric analysis Hb */, 
showed a histamine-fast achlorhydria. She gave a history of ie 
weakness of several years’ duration. For four weeks she had 240/29) R.B.C. Mills. 
noticed that she was unsteady on her legs, and she had suffered 3) f 
from paraesthesia of the arms. The neurological abnormalities 1 hot ;\ H H 
on admission were as follows : Generalized muscular weakness i 4 Fy ras 
in the legs without any wasting ; loss of vibration sense below a  \, Reties “lof Ee , PE 
the level of both knees with loss of position sense ; dorsiflexor —— * 0 0 ana "oS 7 ry 
plantar reflex on the left side with a doubtful reflex on the right 
side. Both ankle-jerks were absent, and the knee-jerks were te necarostasne—! 


impaired. There was ataxia of both legs. During folic acid 
therapy the patient became completely incapacitated. Both 
plantar reflexes became dorsiflexor ; the incoordination became 
* extreme, and the knee-jerks could not be elicited. Marked 
improvement in the symptoms and signs referable to the central 
nervous system resulted from intensive parenteral] treatment 
with anahaemin. The significance of these observations is dis- 
cussed later. 


Refractory Megaloblastic Anaemia 

We have previously reported the response of three cases 
of refractory megaloblastic anaemia to folic acid (Davidson 
and Girdwood, 1946). Further information is now available 
about the subsequent course of two of them. Case 8 in 
our previous report, which had been completely refractory 
to large doses of anahaemin, showed an initial response to 
folic acid therapy followed by a further improvement on 
proteolysed liver, the blood count reaching 50% Hb and 
2,780,000 red cells per c.mm. During the next six months 
he had three courses of folic acid at intervals, which 
resulted in a slow but steady rise in the red cell count to 
4,990,000 per c.mm. 

In Case 9 in our previous report the Hb rose to 96% and 
the erythrocytes to 4,150,000 per c.mm. on folic acid. The 
macrocytic blood picture, however, persisted. His blood 
count was restored to complete normality with proteolysed 
liver (“hepamino”). Two further cases of refractory 
anaemia are now reported. The blood findings and treat- 
ment of one of these are shown in the accompanying 
graph. The patient was a woman aged 63. She had com- 
plained of progressive weakness over a period of two years. 
A year before admission she developed symptoms of angina 
pectoris on exertion. She had had loose motions for two 
years. The stools were watery but never large, bulky, or 
greasy in appearance. Sometimes her tongue was very 
sore. On examination she was pale with a yellowish tinge 
in the skin; the tongue was clean, shiny, and atrophic ; 
no abnormality was found in the central nervous system ; 
she was passing from 2 to 5 stools a day. A fat balance 
test which was carried out according to the method of 


























oblastic anaemia treated with 


Graph of a case of refractory m 
orally per day. 


20 mg. of folic aci 


acid produced a third rise in reticulocytes and a gain 4 
2,330,000 red cells per c.mm. and 40% Hb in 51 day 
Since the blood picture still remained slightly macrocytic 
(C.1., 1.12) and the blood level subnormal after 51 day 
treatment with folic acid the haemopoietic respone 
cannot be assessed as entirely satisfactory. 

The second case was that of a woman aged 70 wh 
blood picture and clinical findings were typical 
Addisonian pernicious anaemia. She _ had i 
parenteral liver therapy for months, including six injectic 
of anahaemin in the six weeks before admission, but he 
bone marrow was still megaloblastic. After admissic 
she was given a single injection of 4 ml. of anahaemi 
This produced a reticulocyte crisis of 14.2% and a 
rise in the blood level, but the bone marrow remai 
megaloblastic. The haemoglobin was now 44% and fhe 
red cell count 1,930,000 per c.mm. Folic acid in a dosa 
of 2.5 mg. daily by mouth produced a second reticulocyt 
crisis and a gain of 1,300,000 red cells and 34% haem 
globin in 30 days. The bone marrow was changed to th 
normoblastic state. 


Aplastic and Hypoplastic Anaemia, Leucopenia, and 
Thrombocytopenia 

The results of treatment in aplastic anaemia, leuocopeni 

and thrombocytopenia are given in Tables II, III, and? 

respectively. It will be noted that no therapeutic bene 

ensued either in the cases whose causation could not# 

determined (i.e., idiopathic) or in those arising secondal 
to some recognizable cause (i.e., symptomatic). 


The Sprue Syndrome 
Ten cases of the sprue syndrome have been treated ¥ 
folic acid. They comprise four cases of tropical sp 
three cases of idiopathic steatorrhoea, and three cases 
coeliac disease. The character of the anaemia present af 
the effect of treatment with folic acid, together with deta 
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of the case histories, clinical features, and fat-balance tests 
before and after treatment, have been recently recorded 
(Davidson, Girdwood, and Innes, 1947). Accordingly it 
is only necessary to give a short summary of the results 


obtained. 





TaBLg U.—Aplastic and Hypoplastic Anaemia treated with Folic Acid 


















































Folic Acid HbY, R.B.C. 
: ° i 
Age | Sex Diagnosis (Oral) (Mills.) 
Dosage |Days | Before} After] Before] After 
16 | 75 | F | Idiopathic hypoplastic | 20 mg.| 1-21] 78 54 | 3°50 | 2-97 
anaemia ; 10 mg. |22-28 
19 | 65 Idiopathic aplastic | 20 mg.| 1- 8} 46 | 40 | 20 | 1-63 
F Idiopathic aplastic | 20 mg.} 1-17} 40 38 | 1-96 | 2-02 
4114 iopa -j i- z 
: anaemia (2 pints 
blood 
on Sth 
day) 
18 | 68 | M | Hypoplastic anaemia mg. | 1-15} 50 56 | 2-07 | 2-06 
(after sulphon- 
amides) 
17|42|M| Aplastic anaemia | 20 mg.|‘1-14) 64 44 | 3-11°| 3-24 
(following x-ray | (1 pint 
therapy for reticu- | blood 
losis) on 3rd 
day) 
TasBLe III.—Leucopenia treated with Folic Acid 
Folic Acid White Cell 
2 j (Oral) Count 
Case |Age | Sex Diagnosis —— 
ily 
Dosage | Days Before} After 
7 | 49) F | Idiopathic agranulocytosis .. 5 mg. | 2-15] 2,000] 800 
i i 20 mg. | 16-25 
16 | 75 | F | Idiopathic hypoplastic anaemia = mg. Ra 3,400 | 3,000 
mg. | 22- 
19 | 65 | M f Idiopathic aplastic anaemia .. | 20 mg. | I- 8| 1,600 | 1,400 
14 | F | Idiopathic aplastic-anaemia .. | 20 mg. | 1-17 | 2,800 | 2,400 
18 | 68 | M | Hypoplastic anaemia (after sul- | 20 mg. | 1-15 | 1,900 | 1,400 
phonamides 
17 | 42 | M| Aplastic anaemia followi 20 mg. | 1-14 | 2,000 | 2,000 
x-ray therapy. (Reticulosis 
20 | 52) M ucope: following x-ray | 20 mg. | 1-11 | 2,800 | 2,200 
therapy. (Reticulosis) 
21 | 25 F | Leucopenia following x-ray | 20 mg. | 1-13 | 3,200 | 2,200 
therapy. (Cerebral tumour) 
43 | 38 | M | Leucopenia following x-ray | 20 mg. | 1-14] 2,000 | 3,100 
therapy. (Spondylitis 
ankylopoietica) 























TaBLeE IV.—Thrombocytopenia treated with Folic Acid 











: Folic Acid Platelets 
Case |Age | Sex Diagnosis (Oral) =a 
Dosage |Days | Before | After 
22 | 25 | F | Idiopathic thrombocytopenic | 20 mg. | 1-14] 40,000} 30,000 
urpura 
233)14|)F idfopathie thrombocytopenic | 20 mg. | 1-10] 20, 10,000 
urpura 
19 | 65|M Idfopathic aplastic anaemia .. | 20 mg.|1- 8] 60,000} 35,000 
24 | 14 F | Idiopathic aplastic anaemia .. | 20 mg.| 1-17] 20,000} 10,000 
18 | 68 | M | Hypoplastic anaemia (after | 20 mg. | 1-15] 115,000} 95,000 
sulphonamides) 
17 | 42|M| Aplastic anaemia followi 20 mg. | 1-14 75,000} 25,000 
x-ray therapy. (Reticulosis 
20 | 52 | M | Leucopenia following x-ray | 20 mg.| 1-11] 95,000) 75,000 
‘ therapy. (Reticulosis) 
21 | 25 | F | Leucopenia following x-ray | 20 mg. | 1-13 | 190,000) 105,000 
therapy. (Cerebral tumour) ‘ 
43 | 38 | M | Leucopenia following x-ray | 20 mg.| 1-14] 85,000} 83,000 
therapy. (Spondylitis 
ankylopoi ) 


























|. Haematological Response.—This was considered to be un- 
satisfactory in nine out of ten cases, since treatrtient either 
produced no significant rise in the red cell count or failed to 
restore the blood level and haematological picture to normality. 

2. Fat absorption as estimated by the fat-balance test of 
Cooke, Elkes, et al. (1946) was unaltered in five out of six cases. 
_ 3. Dramatic control of the diarrhoea and rapid clinical 
improvement occurred in the cases of tropical sprue and idio- 
pathic steatorrhoea. In contrast no beneficial effects were noted 
in the cases of coeliac disease. 


We should like to draw attention to one particular point 
which, so far. as we are aware, has not been presented 


before—namely, that a most remarkable alteration in intes- 
tinal function occurs on or about the fifth day of treatment 
with folic acid, at a time when no alteration of the blood 
level or even a rise in the reticulocyte count may have re- 
sulted. Moreover, this dramatic clinical change may occur 
in patients who subsequently show a complete or partial 
failure in their haematological response to continued folic 
acid therapy. This finding suggests that folic acid has at 
least two entirely separate actions—the control of the nor- 
mal functioning of the haemopoietic and of the alimentary 
system. Since there may be a coincidental deficiency of 
other factors that are undoubtedly required for the normal 
functioning of these systems in addition to folic acid it is 
understandable why the correction of one deficiency may 
not result in the expected improvement. Only on such a 
basis is it possible to explain the findings discussed above 
and the failure of folic acid alone to restore the blood pic- 
ture qualitatively and quantitatively to normal in certain 
patients suffering from the sprue syndrome and from 
idiopathic refractory megaloblastic anaemia. 


Idiopathic Ulcerative Colitis 

In view of the remarkable effects claimed by Carruthers 
(1946) in five cases of severe diarrhoea of unknown 
aetiology treated with folic acid for a few days we decided 
to assess its value in idiopathic ulcerative colitis. Five cases 
were accordingly selected for treatment because of. their 
prolonged history and typical stool and sigmoidoscopic 
findings. After a carefully controlled observational period 
folic acid was given ix doses up to 60 mg. daily for periods 
varying from six to eleven days. Neither the clinical state 
of the patients nor the sigmoidoscopic appearances of their 
bowel were significantly altered. In fact, two of the cases 
were definitely worse at the end of treatment. 


Discussion 

The investigations reported above are in general agree- 
ment with those of other workers in this field—namely, 
that a’ haematological response to folic acid will be 
obtained only in patients suffering from a megaloblastic 
form of anaemia. When leucopenia and thrombocyto- 
penia are part of a nutritional syndrome resulting from a 
deficiency of folic acid an increase of leucocytes and 
thrombocytes will result from folic acid therapy. When 
anaemia is of the normoblastic type, or when leucopenia or 
thrombocytopenia develops from causes other than a 
specific nutritional deficiency, folic acid will be found to be 
ineffective as a therapeutic agent. 

Evidence recently accumulated by Welch et al. (1946) 
and by Bethell et al. (1947) helps to throw light on these | 
clinical findings and affords a basis for explaining the 
mechanism by which folic acid functions, There now 
appears to be little doubt that free folic acid (pteroyl- 
glutamic acid) is the factor which is essential for the con- 
tinuation of normoblastic blood formation, and a deficiency 
causes a reversion of the bore marrow to the megaloblastic 
state. 

Free folic acid is liberated in the body from its con- 
jugated form, which is present in various foodstuffs. A 
deficiency of free folic acid may arise in various ways— 
e.g, a failure in intake of conjugated folic acid (nutritional 
macrocytic anaemia), a failure in absorption of conjugated 
folic acid (sprue syndrome), or a failure in the liberation of 
free folic acid from its conjugate form (Addisonian per- 
nicious anaemia). In this last disease it should be noted 
that the haemopoietic response to folic acid and purified 
liver extracts given parenterally is identical, although such 
extracts contain only minute traces of folic acid. This 
apparently anomalous finding ¢an be explained on the 
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following basis. When free folic acid (pteroylglutamic 
acid) is given to patients with pernicious anaemia a 
haemopoietic response occurs accompanied by a trans- 
formation of the megaloblastic bone marrow and a marked 
increase of excretion of free folic acid in the urine. When 
conjugated folic acid (pteroylheptaglutamic acid), as con- 
tained in natural foods such as yeast, is given in equivalent 
doses no transformation of the megaloblastic marrow 
occurs and no increased excretion of free folic acid results. 
When purified liver extract is given parenterally to a case of 
pernicious anaemia -the classical haemopoietic response 
occurs together with a marked excretion of free folic acid. 
Hence it can be assumed that purified liver extracts contain 
a factor which enables the conversion of conjugated folic 
acid to free folic acid to take place. This liberating factor, 
which is the product derived from the interaction of Castle’s 
intrinsic and extrinsic factors in the alimentary tract, is 
absorbed from the intestine and stored in the liver. It is 
present in the liver of normal individuals but not in the 
liver of patients with pernicious anaemia. This liberating 
factor is hereafter referred to as L.F. The cause of perni- 
cious anaemia therefore does not lie in some inherent 
abnormality of the bone marrow but in the inability of 
the body to convert conjugated folic acid to the free form 
through lack of L.F. The administration of preformed 
free folic acid to a patient with pernicious anaemia circum- 
vents the need for this conversion and accordingly the 
expected haemopoietic response occurs. 

It is well recognized that patients suffering from nutri- 
tional macrocytic anaemia, the sprue syndrome, pernicious 
anaemia of pregnancy, and idiopathic refractory megalo- 
blastic anaemia may be partially or completely refractory 
to the injection of potent purified liver extracts despite the 
presence of a megaloblastic marrow. Such patients will 
respond to the oral administration of whole liver (Fullerton, 
1943), proteolysed liver (Davis and Davidson, 1944), or 
liver extract (Watson and Castle, 1946). The introduction 
of folic acid has added another therapeutic weapon effective 
in this group of diseases. Megaloblastic blood formation 
in the above conditions is not primarily conditioned, as in 
Addisonian pernicious anaemia, by a defective production 
of L.F. but by a deficiency in the body of conjugated folic 
acid as a result of direct dietary deficiency or a failure 
in absorption. Hence it is understandable why parenteral 
liver therapy fails and why free folic acid is effective under 
these circumstances. 

The mechanism by which proteolysed liver and oral 
liver extracts achieve similar results tO those obtained by 
folic acid is not so simple of explanation. The folic acid 
content of the effective daily dose of such preparations is 
stated to be considerably less than 1 mg., a quantity which 
by itself is unlikely to produce the maximal haemopoietic 
responses which we regularly obtained. Such oral liver 
preparations, however, contain, in addition to folic acid, 
L.F., other members of the vitamin B coniplex, and amino- 
acids. It may be found in the future that the combination 
of folic acid and parenteral or oral liver therapy will be 
effective in doses which, when given individually, are 
inactive. That substances other than folic acid and L.F. 
may be required to bring blood formation completely back 
to the final stage of normoblastic blood formation is sug- 
gested by our findings that some cases of the sprue syn- 
drome and idiopathic refractory megaloblastic anaemia 
continue to have a macrocytic anaemia and a primitive type 
of normoblastic marrow, despite continued administration 
of potent parenteral liver extracts and folic acid. In some 
of these cases, but by no:means all, a final and complete 
transformation to normality was secured by the addition of 
proteolysed «liver (hepamino). > 







Folic acid is a vitamin, a member of the B, comple | 
Hence it is not unreasonable to suppose that the gener 
principles covering the therapeutic administration of 
vitamins are also applicable to folic acid. These Principles 
may be summarized as follows : é 

1. A beneficial result will occur only if the body is deficien 
in the vitamin. Attention is drawn to the dramatic effect of 
aneurine in beriberi and to its complete failure to influence the 
course of infective polyneuritis. . * 

2. When an individual has a sufficiency of a vitamin 
giving of excessive amounts is valueless and wasteful. If is 
justifiable during the initial period of treatment of a vitamiy 
deficiency disease to give from 10 to 20 times the Me 
required for normal maintenance purposes in order to replage 
the body's depleted stores as rapidly as possible. Thereafte 
the daily amount prescribed should be reduced to the accepted 
optimal daily requirements and be given where possible in the 
form of natural foods. 

3. In vitamin deficiency disease replacement therapy Produces 
a therapeutic result rapidly. The beneficial effects will }& 
obvious within a few days and sometimes within a few hours 
Failure to achieve therapeutic success within one or two weeks 
accordingly indicates a mistaken diagnosis, and the continueg 
administration of the vitamin is an expensive and unwarranted 
procedure. 


If these principles are applied to folic acid a rational 
basis for treatment will be forthcoming. It is believed that 
the daily requirement of folic acid is in the neighbourhood 
of 0.5-1 mg., and that normal individuals partaking of ap 
average mixed diet can easily obtain this amount from their 
food. The same remarks apply to patients with Addisonian 
pernicious anaemia. Since, however, such patients are 
unable to obtain free folic acid: from the conjugated form 
in food they require injections of liver extract. Provided 
they are taking a satisfactory mixed diet the addition of 
free folic acid will not be required so long as they are 
receiving adequate parenteral liver therapy. 

Since it has been shown by ourselves and a: Spies and 
Stone (1947) that folic acid is unable to prevent or cure 
subacute combined degeneration of the cord, folic acid 
cannot be recommended as the sole therapeutic agent for 
maintenance treatment in pernicious anaemia or whep 
neurological changes are present. It may be used as4@ 
temporary measure in the initial treatment of pernicious 
anaemia and in patients sensitive to liver extracts awaiting 
desensitization. The suggested dose is 5-10 mg. daily by 
mouth. Until the factor required for the maintenance of 
the integrity of the nervous system is isolated and com- 
bined with folic acid, parenteral liver therapy must con 
tinue to be the accepted routine method of treatment of 
pernicious anaemia. 

. Since subacute combined degeneration of the cord very 
rarely develops in nutritional megaloblastic anaemia, per 
nicious (megaloblastic) anaemia of pregnancy, idiopa' 
refractory megaloblastic anaemia, or the sprue syndrome, 
folic acid can be safely advocated both for initial and for 
maintenance therapy in doses of 5-10 mg.-daily. In th 
first two diseases the administration of folic acid can b& 
stopped when the blood count is normal provided a satit 
factory well-balanced diet is eaten. In the third diseas 
maintenance treatment (suggested dose 5 mg. daily) will & 
required for life. In the sprue syndrome maintenane 
requirements will vary in individual cases according to 
course of the disease. If the blood level or blood pict 
in patients with any of the above diseases fails to retut 
quantitatively and qualitatively to normal a supplement @ 
oral liver extract or proteolysed liver (1 oz. daily) shoul 
be given. There is sound evidence for the belief that 
the treatment of any megaloblastic anaemia quantities 6 
folic acid in excess of 10 mg. daily are unnecessary af 
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wasteful. Moreover, if haematological and _ clinical 
improvement’ does not occur within two weeks it can be 
assumed that the disorder is not due to deficiency of folic 
acid and that continued administration of the vitamin is 


contraindicated. 
Summary 


An account is given of the results of treatment with folic 
acid of (a) 16 cases of pernicious anaemia, (b) 5 cases of refrac- 
tory megaloblastic anaemia, (c) 10 cases of the sprue syndrome, 
(d) 3 cases of subacute combined degeneration of the cord, 
(e) 5 cases of aplastic and hypoplastic anaemia, (f) 9 cases of 
leucopenia, (g) 9 cases of thrombocytopenia, and (h) 5 cases 
of ulcerative colitis. 

A haemopoietic response was obtained only in the cases in 
which the bone marrow was megaloblastic—i.e., cases in groups 
a, b, and c. 

No therapeutic changes were obtained in cases of aplastic 
anaemia, leucopenia, or thrombocytopenia. 

In the sprue syndrome folic acid controlled the diarrhoea 
and produced general clinical improvement in adult patients 
suffering from tropical sprue and idiopathic steatorrhoea. Folic 
acid by itself seldom restored the blood level or blood picture 
to normal. In none of the cases of coeliac disease was any 
haematological or clinical improvement noted. 

The clinical and sigmoidoscopic appearances in 5 cases of 
idiopathic ulcerative colitis were unaffected by folic acid 
therapy. 

The rationale of the action of folic acid and the principles 
underlying its therapeutic administration are discussed. 
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The New Health Club, in which the late Sir William Arbuthnot 
Lane was a prominent figure, revived its activities after wartime 
dormancy on March 19 with a tea-time causerie at which Sir Albert 
Howard, for many years imperial economic botanist to the 
Government of India, gave an address on “Soil, Food, and 
Health.” Sir Albert Howard has had a large experience of the 
food habits of primitive peoples which enable them to withstand 
some of the ills besetting civilization; He admitted that in a 
community such as ours it was not possible to revert to an entirely 
primitive dietary; the easiest thing to concentrate upon, he. said, 
was bread. It was possible even in London to obtain properly 
grown wheat—“ properly grown” meaning the cultivation of the 
soil having regard to its natural properties and without dependence 
on artificial manures. Such wheat, roughly ground and made into 
bread or porridge, gave a perfect food quite different from any- 
thing ordinarily obtainable in the shops. It was now open for 
anyone to take out a licence to buy properly grown. wheat from 
the farmer, mill it on his own premises, and make his own bread. 
A breakfast cup of roughly ground wheat soaked in milk and eaten 
raw was extraordinarily satisfying, and beginning the day with such 
a meal he himself could go on happily without troubling about 
food until evening. It was not quantity that mattered, but absence 
of sophistication. He hoped to see in England a new type of 
bakery in which something quite’ different from ordinary flour was 
used, the wheat going in at one end and being ground out roughly, 
with no separation of bran. If the product was put-straight into 
bread the improvement in ‘quality obtained was almost unbelievable. 


THE PHYSICAL HEALTH OF CHILDREN 
ATTENDING DAY NURSERIES 


A REPORT TO THE DAY NURSERIES COMMITTEE 
OF THE MEDICAL WOMEN’S FEDERATION 
BY 


MARGARET E. McLAUGHLIN, M.B., B.S., D.C.H. 
PART I 


Aim and Method of Investigation 


In 1944-5 an investigation was made under the auspices 
of the Medical Wo:nen’s Federation to obtain data con- 
cerning the e:tect of life in wartime day nurseries on the 
physical health of children under 5 years old. The investi- 
gation was made in two parts. In the first part a comparison 
was made of children attending day nurseries and children 
attending welfare centres, and the records were based on 
the results of a single examination of each child by 73 
medical officers in different parts of the country in the 
course of their normal work. The results of this section of 
the investigation have been published already (Journal, 
Aug. 17, 1946, p. 217). 

The present report describes the results of the second part 
of the investigation, carried out by me; this has been a 
comparison over a period of twelve months in 1944-5 
of a group of children attending Ministry of Health war- 
time day nurseries in Birmingham with a control group of 
children living in their own homes. Periodic examinations 
of the children in both groups were made during the survey. 


Selection of Clinical Material 


The nursery group of children was composed of the entire 
population of eight Ministry of Health wartime day nurseries 
in different parts of the city ; thus various social and economic 
groups were represented. The nurseries were open from 7 a.m. 
to 7 p.m. for 54 to 6 days a week, and nearly all the children 
spent their whole day in the nursery, as their mothers were 
mostly engaged on full-time war work. Each nursery was 
under the care of a fully trained nurse with a staff of trained 
and student nursery nurses and nursery assistants, and a 
certificated or non-certificated nursery teacher. The approved 
complement of staff, excluding domestic staff, was one nurse 
to four children, but owing to the wartime conditions this was 
not always attained. Each nursery accommodated from 48-60 
children aged 0-5 years (one nursery accommodated 80 
children). The premises ranged from specially constructed 
one-story buildings of a semi-permanent character to con- 
verted old houses or portions of the premises of infant welfare 
centres. The children were provided with three full meals or 
two meals and mid-morning lunch every.day. These meals, 
which were generous and well planned, were provided without 
the surrender of any of the children’s own ration coupons, 
which were thus still available for their use at home. The 
rationed food which could be obtained for children attending 
nurseries was thus nearly double that available to children 
having all their meals at home—i.e., they could have twice the 
quantity of meat, butter, bacon, eggs, cheese, etc. An isola- 
tion room was provided in each nursery, and all children were 
examined each morning on arrival by a senior member of the 
staff, admission being refused to children obviously ill and 
those with infectious skin diseases. Children with colds could 
not, however, be excluded as a routine measure. A _ child- 
welfare medical officer was available on call for any sick 
child, and routine medical inspections of. all the children were 
periodically made. A medical certificate of fitness was meces- 
sary before admission or readmission to a nursery. 

The control group of children was composed of those living 
at home and attending no nursery school or class for young 
children. They were classified into eight subgroups, each drawn 
from -the same residential area as one of the, eight nurseries 
chosen for the survey. The children were selected at random- 
from the health visitors’ official lists of all those under 5 living 
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in the district. Apart from choosing children to give an age 
distribution similar to that in the corresponding nursery, the 
children in the home group were picked entirely at random to 
ensure a representative sample of all types of population in the 
district. The selected children were then visited at home by 
health visitors from the nearest infant welfare centre, the pur- 
pose of the survey was explained to the mothers, and a request 
was made that they would bring their children to the centres 
periodically for examination. Subsequently appointments were 
given by post. Naturally a considerable number of the children 
were already attending the centres, but it is a tribute to the 
efforts and eloquence of the health visitors that such a good 
response was obtained from mothers who had never previously 
made use of the facilities of the welfare centres. To allow for 
the inevitable defaulting 40% more children v2re selected in 
the home group than attended the nurseries. 

Comparability of Nursery and Home Groups.—Every effort 
was made, as explained above, to ensure that the children in 
the home group had, so far as possible, similar social and 
economic backgrounds to those of the nursery group. It was 
recognized, however, that many factors affected the attendances 
and influenced the economic status of children in both home 
and nursery groups. Thus there was a distinctly higher pro- 
portion of illegitimate children and children from homes 
broken up by desertion, separation, or death in the nursery 
group than in the home group. In the nurseries 8% were 
illegitimate and 4.6% from broken homes ; in the home group 
18% were illegitimate and 1.4% from broken homes. In 
estimating the importance of this fact it must be remembered 
that the infant mortality rate among illegitimate babies in 
Birmingham approximates to the rate for legitimate babies, 
and in one recent year was actually lower. There are special 
arrangements for the care of illegitimate children in the city, 
and the morbidity rate among them may be reasonably assumed 
to show similar results. Whether economic status was higher 
among day nursery families or among families of the home 
group is not known. Economic need was certainly one cause 
leading mothers to seek paid work and place their children in 
nurseries, and the family income was markedly increased by 
the mother’s whole-time earnings. On the other hand, the 
home group contained all those families with.more than two 
young children, who were thus not eligible for admission to the 
nurseries and whose mothers were unable, therefore, to seek 
whole-time paid work ; and it is notorious that as the number 
of children increases so does the incidence of poverty. The 
extra allowance of foodstuffs of animal origin available to 
children attending day nurseries must also be taken into account 
when considering economic status and nutrition in the two 
groups. Repeated attendances were more likely in the home 
group if a child was ailing, and also if a mother was over- 
anxious. A strong financial inducement existed for mothers of 
nursery children to ensure their regular attendance; but, on 
the other hand, mothers of nursery children were instructed 
not to bring them if they had coughs, bronchitis, etc., and there 
were no such injunctions for children of the home group. 

No definite conclusions can be drawn from these points as it 
is impossible to assess the relative effects of all these factors 
on the results of the survey. 


Method of Observation and Examination 


Every child was examined at intervals of eight weeks. 
The investigation lasted 12 months (November—October) 
and the majority of the children attended for the first time 
in November and December. Replacements were made in 
each group throughout the year—to maintain numbers as 
far as possible. Each nursery was visited on the same day 
as the corresponding welfare centre. All the examinations 
were carried out by me. At each visit a full physical 
examination was made with the child stripped, and a full 
history taken of previous illnesses. The hist8ry was 
obtained direct from the mother in the home group and 
usually indirectly from the mother through the matron ih 
the nursery group. Any account of infectious fevers was 
verified by reference to private doctor or hospital or by 
full inquiry into the clinical features of the illness. All 


physical findings were recorded, including normal ‘| 
Lastly, each child was weighed on checked. scales of 4) 
pan-and-weights type. The numerical details of { 
investigation are given in Table I. 






Taste I.—Numerical Details of Investigation 
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Physical Findings : Comparison between Nursery and 
Home Groups — 

In the following tables the percentage figures are based 
except where otherwise stated, on the total number 9 
examinations made in each group. The data on infectioy 
fevers, however, are based on the total number of exam 
inations only of children attending more than once, sing 
data for infectious fevers were obtained from histories 9 
illnesses between the current and previous examination, 
With this exception 4ll figures are based on the results of 
1,734 examinations of 557 nursery children and 1,5i6 
examinations of 641 home children. 


1. General Condition 


The clinical impression of general condition was recorded a 
each examination in one of four grades: (a) Very good—wher 
nutrition, growth, and posture were excellent and no signs of 
respiratory tract or other infection were present, beyond per 
haps a very slight head cold. (b) Good—where nutrition, 

growth, and posture were satisfactory but not outstanding, o 
wens signs of respiratory tract or other infection of more tha 
slight degree were present: (c) Fair—where nutrition, posture, 
or growth was considerably subnormal (due to present or past 
disease) or where fairly severe respiratory or other infectiom 
were present. (d) Poor—where growth and nutrition wer 
grossly subnormal, or with signs of severe past or presemi 
infection or other disease. 

Results—Table II] compares the percentages in nursery and 
home groups of examinations where the general condition was 
recorded as good or very good ; thus for a child attending o 
three occasions the general condition was recorded three times 

For all ages together, boys and girls of the home group 
had a higher percentage whose general condition was very 
good or good, the difference between nursery and home 
groups being significant for both boys and girls. The 
children were subdivided into age groups. Under 2 yeat 
of age the girls in the home group had a higher percent 
whose condition was very good or good, and the difference 
from the nursery group were significant in all four age 
subdivisions. The boys under 2 years old in the home gro 
had a higher percentage in the very good or good cat 
gory, the difference from the boys under 2 in the nurs 
group being significant in two of the four age subdivision ns. 
Over 2 years old there were no significant difference 
between home and nursery groups, but in four out of 
age subdivisions (boys and girls) the nursery group had ! 
slightly higher percentage of examinations of children i 
good or very good condition. 
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remh [I.—Percentages of Examinations where General Condition 
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Difference —1-1 +33 —1-8 + 3-7* 
Nursery 85-3 83-0 
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Difference 3-7 + 43 16 + 40 
Nursery 82-7 91-4 
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me | OB 3 
All ome ° . 
nd at { Difference —4-7 + 1-78 —5-6 + 1-79 
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conditions. 


ate, and gross degrees. 


2. Condition of Tonsils 


Tonsillar enlargement was recorded as of slight, moder- 
In addition the incidence of tonsil- 
lectomy was recorded. Acute or subacute tonsillitis was 
not included in this section, which refers only to chronic 


Results (Table 111).—{a) The incidence of slight and moderate 


group than in the home group.) (c) The incidence of tonsil- 
lectomy was higher in the nursery group. No child under 
2 years old in either group had had the tonsils removed. 
Between 2 and 5 years of age 5.1% of the boys and 2% of the 
girls in the nursery group had had the tonsils removed ; in the 
home group the figures were 0.8% for boys and 0.9% for girls. 
The difference was significant for the boys, but the difference 
for the girls might have arisen by chance. 


3. Enlargement of Cervical Glands 


This. was recorded as (a) slight or moderate, and () gross. 
The former category included all glands distinctly palpable 
at the angle of the jaw, and in the majority of cases only 
the anterior cervical group of giands was involved. AH 
results refer to chronic enlargements, those cases occur- 
ting, for example, during a subacute infection being 
excluded. : 

Results (Table 1V).—There was a much higher percentage of 
enlarged cervical glands in the nursery group, among both boys 
and girls. (a) For slight and moderate degrees of enlargement 
there were significantly higher rates in the nursery group for 
all ages together (0-5) and in 5 out of 7 of the individual age 
groups, both for boys and girls. (b) For gross degrees of 


TaBLeE IV.—Percentages of Examinations where Cervical Gland 
Enlargement was Present 
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tonsillar enlargement was at all ages considerably higher in the 
nursery group than in the home group, among both boys and 
girls. (b) The incidence of gross tonsillar enlargement was also 
significantly higher in the nursery group than in the home 
group, for all ages together, among boys and girls. (All degrees 
of tonsillar enlargement together were more than twice as 


frequent in the nursery boys than in the home group. Among - 


girls they were nearly four times more frequent in the nursery 











Boys Girls 
Age Slight and Slight and 
Moderate | [TSS | “Moderate nea 
Nursery 9-1 0 0 0 
months 4 | Home 3-8 0 0 8 
Difference} 5:3 + 7-0 0 0 tC) 
Nursery | 30-3 1-3 12-0 1-3 
morn 4 |Home | 63 i) 4-7 0-9 
Difference | 24-0 + 6-2*| 1-3 73440 0-4 
Nursery | 50-0 7-6 40:9 6-5 
2rl8 {|Home | 15-5 3-6 11-8 0 
Difference | 34:5 465*| 4043-2 |291465*| 65+426* 
Nursery | 506 6-0 58-3 3-3 
e274 {|Home | 30-9 0-8 13-2 2:3 
Difference | 19-7 +69*| 5-242-4* |451460*| 140 
2-3 Nursery | 55-7 7-4 52-6 3-3 
care Home 26°7 6:7 20-4 3-7 
y Difference | 29-0 + 5:1*| 0742-7 | 32245-1*| 04419 
Nursery | 47-3 12:5 46-4 10-3 
34, 4 | Home 28-0 8-0 24-0 2-4 
¥ Difference | 19-3 + 5-7*| 4543-6. |224450*] 7942-69 
Nursery | 57-4 10-8 50-3 46 
4-5 {|Home | 45-0 75 17-4 43 
y Difference | 12-4467 | 33440 |32945-9*| 03426 
Nursery | 49-6 8-4 45-3 5-2 
All ages Home 24:8 45 15-6 2-4 
Difference | 24-8 + 2:5*| 3-9 + 1-3*|29-7423*| 284098 
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om Moderate Gross eee Gross 
Nursery 0 0 7-7 0 
ame os 4 | Home 0 0 0 0 
was Difference} 0 0 77448 0 
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NB mrins 4 | Home 2-5 0 0-9 0 
- Difference | 13-3 +4-7*] 0 8443-1*] 0 
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CE months 4 | Home 10-0 0-9 5-4 0 
me Difference | 18-34+5-5*| 45424 | 150449*| 3241-8 
The Nursery | 26:5 13-2 35-8 5-8 
TE months { Home | 16:3 0 7-0 16 
Difference | 10-2 4+ 5-7 | 13-24 3-2* | 28845-2*] 4242-4 
ay | Nursery | 35-6 11-6 35:3 8-4 
ce wears Home 21-8 5-5 8-0 { 31 
a Difference | 13-8 44-7*| 61 +42-9* | 27:3444*| 5-3 +4 2-5* 
, Nursery | 30-4 9-8 35-1 14-9 
ban { Home | 17-6 12-0 16-2 5-4 
ite Difference | 12-5 + 50* | -2.243-6 | 189+4+46*] 9-5 + 3-2* 
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Difference} 1-5 + 6-1 37446 | 21:3449*|] 3-64 3-0 
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ages Home 15-8 43 76 26 
1a Difference | 13-242:1%| 5-44 1-4*|22041-9*] 5:341-1¢ 
* Significant differences. 




















* Significant differences. 


enlargement there was a significantly higher rate among nursery 
boys and girls at all ages combined (0-5) ; but (c) the proportion 
of grossly enlarged glands to all enlarged glands was slightly 
greater in the home group. In the nursery group 13.8% of all 
boys with enlarged glands and 10.3% of all girls with enlarged 
glands were recorded as having glands grossly enlarged; the 
corresponding figures for the home group were 15.4% for boys 
and 13.3% for girls. Cervical gland enlargement was, however, 
about 24 times as common in the nursery group as in the home 
group. 
4. Nasopharyngeal Infections 


These were recorded in two categories: (a) subacute and 
acute ; (b) chronic. The former included cases of sub- 
acute coryza, laryngitis, nasopharyngitis, etc., actually 
observed at examination; the latter included cases of 
chronic nasal discharge, sinusitis, adenoid enlargement, 
etc., in which the chronic nature of the condition was 
confirmed either by repeated examination or by definite 
history. 
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Results (Tables V and VI).—{a) Subacute and acute naso- 
pharyngeal infections.—For all ages ‘together (0-5) there was a 
incidence in the nursery group, but the difference was 
significant only among boys, that for girls being within the 
limits of chance occurrence. (b) Chronic nasopharyngeal infec- 
tions.—The incidence was eight times as great in the nursery 


TaBLe V.—Percentage of Examinations where Nasopharyngeal 
Infectio d ‘ 
































ms were Recorde 
Boys Girls 
Age Subacute Subacute 
and Acute Chronic anJ Acute Chronic 
N 13-6 0 “| 38 0 
0-6 ursery 
7-7 0 6-3 0 
motes {| Hore 5-9 + 8-8 25459 
Nursery 14-4 18-4 14-7 26 
it. { Home | 8-9 2:5 9-3 
Difference} 5-54 5-2 |159448*| 54448 | 1741-9 
Nursery 18-5 27-2 24-7 
12-18 { liome | 12-7 45 12-9 3 
Difference} 5-84 5-1 | 22-74 5-0%| 11-8 + 5-7* | 17-2 + 47° 
Nursery 20-5 44-6 14-2 30-8 
ox { Home _| 13-0 0:8 13-2 2-3 
Difference} 7-54 5-2 |43845-5*| 1044-4 | 28-5446* 
Nursery | 17-2 23-2 18-0 8-6 
non8 { Home | 10-3 55 12-3 ef 
Difference} 69436 | 17-743-7*| 57438 | 15-54 3-49 
Nursery | 10-9 22:8 10-8 15-9 
oo, { Home | 80 0-8 114 2-4 
29434 12204 40*| 06433 | 13-54 31° 
Nursery 12-4 12-9 46 73 
Row { Home | 10-0 2-5 6-1 i) 
x Difference} 24443 | 104440*| -1-5428 | 7:3426* 
Nursery | 15-0 22°6 13-6 16-0 
All ages { Home 10-4 28 10-8 2-0 
4641-7 | 19841-7*| 28416 | 140+41-4° 
* Significant differences. 


Taste VI.—Percentage of Examinations where Mouth-breathing 























was Recorded 
Age Boys Girls 
Nursery 5-6 3-8 
0- 6 months { Home 0 0 
Difference $6 +42 3843-4 
Nursery 9-2 1-3 
6-12 ,, { Home 3-8 0 
Difference 5443-4 1-3 + 1-2 
Nursery 19-6 75 
12-18 =, { Home 3-6 1-1 
Difference 16-0 + 4-4* 6-4 + 3-0* 
Nursery 33-8 21-7 
18-24, { Home 8-9 1-6 
Difference 24-9 + 5-6* 20-1 + 4-0" 
Nursery 32-5 21-4 
2-3 years .. { Home 15-2 3-7 
Difference 17°73 + 4-5* 177 + 3-6* 
Nursery 32-1 25-8 
4 és Home 9-6 9-0 
Difference 22-5 + 4:9* 16-8 + 41° 
Nursery 30-8 19-2 
+S , Home 15-0 7-0 
Difference 15-8 + 5-9* 12-2 + 4-3* 
Nursery 28-5 18-3 
All ages Home 9-5 41 
Difference 19-0 + 2-4* 14-2 + 1-6* 
* Significant differences. 


group as it was in the home group, among both boys and_girls. 
No child under 6 months old in either group was found to have 
chronic nasopharyngeal infections. (c) Mouth-hreathing.—Only 
chronic and confirmed mouth-breathers were included in this 
category. For all ages together (0-5 years) the incidence of 
mouth-breathing was three or four times higher in the nursery 
group than in the home group, for both boys and girls. The 
age of maximal incidence for boys was 18-24 months in the 
nurseries and 2-3 years in the home group, for girls. it was 
3-4 years in both groups—suggesting that children who 


significant for both boys and girls. 


developed mouth-breathing tended to do so at a slightly earlier 
age in the nursery group than in the home group. ig 


5. Bronchitis 


Only those showing physical signs of bronchitis at 
examination were included. As was expected the highest 
incidence was in infants under 2 years old. 

Results (Table VII).—For all ages together (0-5) the ing- 


dence was about twice as large in the nursery group, the 
difference between nursery and home groups being statistically 
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The Medical Advisory Committee (Scotland), chairman Sir John 
Fraser, has now submitted its report on laboratory services to the 
Secretary of Siate (H.M.. Stationery Office, 2d.). In considering 
whether the laboratory service should cover all branches of labora- 
tory medicine or exclude public health work, the committee chose 
the former course. Certain allied services would be incorporated 
in the laboratory service, in particular a specialist service for con- 
ducting medico-legal necropsies and a service for the bacteriological 
examination of milk, food, and water supplies. ‘“* The service we 
recommend would be a national one, under central administration, 
with a regional grouping of laboratories centred on the four 
university medical schools with appropriate arrangements for 
Inverness and the Northern Counties. Each regional group of 
laboratories would represent a self-contained section of the service, 
but this would not exclude inter-regional co-operation and mutual 
assistance where necessary, and the whole-time members of the 
professional and technical staffs of the service would be inter- 
changeable among laboratories.” It is assumed that the Director 
of Health for Scotland will administer the service. In the first 
place as many as possible existing laboratory resources will be 
utilized. A central laboratory organization would be centred in 
the university medical school, teaching hospitals, and public health 





department; and district laboratories would be established in 
association with either a general or infectious diseases hospital. 
As regards the training of staff the committee recommend that 
there should be a period of five years’ postgraduate training before 
recognition as a specialist in laboratory medicine .is granted. In 
the medical schools aspirants to this branch might be encouraged 
to take courses for combined degrees in medicine and honours 
science. The first year of training should be spent as house-physician 
and holse-surgeon, six months of this year possibly being spent 
in an infectious diseases hospital. The committee points out that 
in certain parts of Scotland laboratory services must be mobile; 
laboratory officers should visit outlying districts when required; 
and it recommends that mobile units be established at various 
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AND 


GEOFFREY EVANS, M.D., F.R.C.P. 
Emeritus Physician, St. Bartholomew's Hospital 


Potassium thiocyanate has been used in the treatment of 
hypertension since Treupel and Edinger (1900) and, later, 
Pauli (1903) recommended it. In spite of considerable 
clinical experience of its use there is still some doubt of 
its value. The risk of toxic symptoms is its main drawback. 
Recent American opinion on the subject expresses this 
conflict of opinion. Thus Fishberg (1944) writes : “1 have 
seen little, if any, actual benefit to the patient, and, in view 
of the risk of toxic symptoms, have abandoned the use of 
thiocyanate” ; whereas Page and Corcoran (1945) conclude 
a review on the subject with the statement, “ Yet long 
experience has shown that, with control of the thiocyanate 
level in the blood, dangerous toxic manifestations will be 
rare—sufficiently rare to justify its intelligent use.” They 
also report that “ most evidence indicates that thiocyanate 
is useful in the management of many patients with 
hypertension.” 

We submit that the reasons for this difference of opinion 
are: (1) the narrow margin on occasion between the 
therapeutic and the toxic dose of the drug, as also the fact 
that a toxic rash may appear when the-drug concentration 
in the blood is at a low level; and (2) the coincident 
arteriosclerotic disease is not as yet either recognized or 
understood. It is our object to present some further 
observations on the use of potassium thiocyanate in 
patients with hypertension, and especially to attempt to 
correlate our results with the. phase of the underlying 
arteriosclerotic disease. 


Outline of Treatment 


A constant serum thiocyanate concentration of between 
5 and 12 mg. per 100 ml. of blood is the objective. A con- 
centration or level of 15 mg. may be toxic, and a level of 
40 mg. is potentially fatal. Barker (1936) recommends that 
the initial level to be attained should be 5-8 mg., and that 
if there is no clinical improvement the dose should be 
increased. until a level of 8-12 mg. is reached. He states 
that some cases respond to the higher dosage, though they 
have not shown any improvement at the lower concentra- 
tion. We have been able to confirm this observation in 
several instances; nevertheless, our usual practice is to work 
at the lower concentration of 5-8 mg. The method of 
serum thiocyanate estimation used is a modification of 
Ravin’s (1940) method. A-comparator disk was specially 
prepared for our use by Messrs. Tintometer Ltd. 

The dosage is that recommended by Barker (1936), and 
used by D’Silva and Evans (1944). The initial dose is 
potassium thiocyanate 0.1 g., chloroform water to 1/2 oz. 
(14 ml.). It is given with water three times daily after 
food, and amounts to 2.1 g. weekly. If it causes nausea or 
other symptoms of gastric irritation it is taken with food 
instead of after. The drug may be given in enteric-coated 
capsules if it causes nausea. Repeated estimations of serum 
thiocyanate are essential, at first weekly, then at two-weekly 
and monthly intervals, and later at three- and six-monthly 
intervals. The amount of potassium thiocyanate necessary 
to maintain the required- concentration in the blood varies 


widely in different individuals. It may be as low as 0.8 g. 
or as high as 4.2 g. a week. 


The patient is best treated at rest in bed for the first fort- 
night’ or three weeks, with such symptomatic treatment as 
is required to provide peaceful sleep, regulation of bowel 
function, suitable diet, and so on. The effect of the treat- 
ment on the patient’s well-being and blood pressure is ‘ 
noted. After four to ten days the potassium thiocyanate is 
given, if the necessary indications for its use are still 
present, in a dose of 2.1 g. weekly. At the end of one 
week's treatment the serum thiocyanate concentration is 
estimated. Cases are then divided into four groups: 

1. Serum Level of 4 mg. or less per 100 mi. of Blood.—The 
weekly dose is increased to 2.4 g. A second estimation must 
be done after a week on this increased dosage, because it 
occasionally happens that there is a rapid increase of thio- 
cyanate concentrativn in the second week of treatment. There- 
after the dose is increased or decreased by 0.4 g. weekly until a 
satisfactory level is maintained. 

2. Serum Level 5-7 mg.—The weekly dose remains at 2.1 g. 
The serum thiocyanate estimation is ,repeated in a week. 

3. Serum Level 7-10 mg.—The weekly dose is reduced to 

1.4 g., and the serum thiocyanate estimation is repeated at the 
end of a further week. 
. 4. Serum Level 12 mg. or Over.—Withhold the drug for 14 
days, and repeat the serum thiocyanate estimation. Occasionally 
a high serum concentration may persist for three weeks after 
the drug is discontinued. According to result the drug is given 
again, probably at the rate of 1.2 g. weekly. Subsequent 
dosage depends on experience gained in this first fortnight of 
treatment, and the dose of potassium thiocyanate remains. the 
same during the third week of treatment, or is increased or 
decreased by 0.4 g. weekly according to indications provided 
by the second serum thiocyanate estimation. The dose should 
never be increased at one time by more than 0.4 g. weekly. 
A third serum estimation is made at the end of a further week 
or fortnight, and after this it may be possible to make the 
interyal a fortnight or a month. 

Control of Treatment—The quantity of potassium 
thiocyanate administered should be based on serum estima- 
tions. Blood-pressure readings are no criterion of dosage. 
A brief written record must be kept of the potassium 
thiocyanate intake, the serum thiocyanate concentration, 
and the blood-pressure readings, and a statement made ag 
to symptoms, in order that the practitioner may have a 
bird’s-eye view of the treatment of the case, which is likely 
to extend over months or years. 

Indications.—{1) Treatment with potassium thiocyanate 
is indicated for the relief of symptoms due to hypertension, 
especially headache and giddiness, when rest in bed and 
other conservative symptomatic treatment have failed. 
(2) Potassium thiocyanate may be effective when surgical 
treatment has failed. We have confirmed the observation 
of Page and Corcoran that, prior to sympathectomy, the 
drug may Le a good pre-operative agent in minimizing the 
hypotensive crisis that sometimes follows the operation. 
(3) It is also indicated for patients whose diastolic pressure 
is 130 mm. Hg or over and who have not responded to 
treatment on conservative lines. 

Contraindications—Severe renal damage is generally 
regarded as a contraindication. In these cases the drug is 
apt to accumulate rapidly and may soon reach a toxic level. 
Provided frequent serum thiocyanate estimations are made, 
it can, however, be safely given, and occasionally some 
benefit is obtained. Myocardial disease, anginal pain, and 
heart failure, though not actual contraindications to the 
careful use of thiocyanate in patients with hypertension, 
are conditions in which the drug is of little value. The 
danger of toxic effects is said to increase with age, and 
Massie (1941) has advised that the drug should not. be given 
to patients over 60 years of age. We have not confirmed 
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this observation. In our present series the 15 patients over 
60 years old showed no particular intolerance to the drug. 


Material and Clinical Observations 


The cases reviewed here consist of 60 patients with per- 
sistent hypertension, and include most of the cases of hyper- 
tension admitted to an E.M.S. medical unit (Cell Barnes 
Hospital) ‘during four years. 

A detailed history was obtained of every case. A careful 
clinical examination was made and repeated blood-pressure 
readings taken. It is common knowledge that appreciable 
variations of blood pressure may occur both in normal and 
in hypertensive individuals (Allen, 1942). On this account 
the pressures were recorded in the forenoon, with the 
patient at rest, and the patient was kept under observation 
for a week before thiocyanate treatment was started. By 
this means daily fluctuations of blood pressure and the 
effect of rest in bed were noted. The further investigation 
of a patient also included a microscopical examination of 
the urinary deposit, renal function tests, and intravenous 
pyelography. In only one of the 60 cases was unilateral 
renal disease discovered—namely, a tuberculous kidney of 
three years’ standing, associated with severe malignant 
hypertension in a young woman aged 22. An electro- 
cardiogram was also done, and’ in many of the very ill 
patients myocardial disease was disclosed. 


Classification 

The crux of the problem of hypertension on which both 
the response to therapy and the prognosis depend is the 
opinion based on the patient’s history and clinical exam- 
ination as to whether the disease is active or quiescent. 
Whereas Moschcowitz (1945), for example, regards arterio- 
sclerosis as a progressive and irreversible condition, our 
conception is of an arteriosclerotic process characterized by 
periods of activity and periods of quiescence. To make this 
matter clear, though it is not completely established as 
yet by factual knowledge, we postulate a functional equiva- 
lent in terms of vascular spasm and a structural equivalent 
which is arteriosclerosis. According to this conception a 
widespread arteriolar constriction in the systemic circula- 
tien will cause hypertension, and local vascular spasm may 


be responsible for cerebral, cardiac, renal, and other symp-. 


toms. Such functional disorders of vascular tone are not 
necessarily permanent or progressive, but when there is a 
coincident or resultant change in structure of the vessel 
walls an irreversible stage in the progress of the disease is 
registered. From this point of view it will be understood 
that persistent hypertension is not necessarily a sign of 
active and progressive disease unless the diastolic pressure 
is high—namely, at a level of 130 mm. Hg or over. It is 
our experience that persistent diastolic pressures of this 
order are generally an indication of progressive disease. 
The evidence of a change in vascular structure and active 
arteriosclerotic disease is looked for in the presence of 
haemorrhages which, apart from frank haemorrhage such 
as epistaxis, haemoptysis, haematemesis, melaena, and 
menorrhagia, include retinal haemorrhages and micro- 
scopical haematuria. 

Other evidence of an active phase of arteriosclerotic 
disease is to be found in electrocardiographic evidence of 
myocardial damage, in venous and arterial thromboses, 
and in the presence of renal damage such as allows of the 
diagnosis of malignant hypertension. Thus the disease 
may be quiescent in a patient who has symptomless hyper- 
tension and a blood pressure which remains fairly steady 
ata level of 210 mm. Hg systolic and 100 mm. Hg diastolic , 
but a phase of activity and progressive disease will be 
recognized by increasing hypertension, the appearance of 


new symptoms such as headache or giddiness, espegj 
by the appearance of microscopical haematuria and retinal 


haemorrhages, and perhaps papilloedema. By these signs 


of disease benign hypertension is recognized as passing into 


the malignant phase. In some cases, however, a quiescen 


phase may follow and the retinal haemorrhages and micro. 
scopical haematuria may disappear; less commonly the 
disks become normal in outline. Although the hypertensioy 
persists the disease may become quiescent, and a balance of 
health may be restored and last for a number of year 
(Evans, 1943). 

The cases were classified in four groups, and the 
diagnosis was made after completing the routine detaileg 
examination already described. _ 

Group I: Benign Hypertension, Quiescent Phase.—Thege 
patients had a persistently raised blood pressure, but retino- 
scopy showed only retinal arteriosclerosis without haemorrhages 
or exudate, and there was no microscopical haematuria. 

Group Il: Benign Hypertension, Active Phase.—lIn these 
patients the arteriosclerotic process was judged to be active by 
the presence of microscopical haematuria, retinal haemorrhages, 
wide fluctuations of blood pressure, symptoms of major 
significance, or other signs of active disease already described, 

Group Ill: Malignant Hypertension.—In this group there 
was severe hypertension (the diastolic pressure usually exceed- 
ing 130 mm. Hg), impaired renal function, and papilloedema. 

Group IV : Renal Hypertension.—Six patients with hyperten- 
sive symptoms were treated ; in three the underlying pathology 
was found to be chronic nephritis, in two the sequelae of a 
toxaemia of pregnancy, and in one due to polycystic disease 
of the kidneys. 


Results of Treatment 


The criteria by which the result of potassium thiocyanate 
therapy was assessed were its effect on blood pressure and 
on symptoms. The patient was put to bed for a week and 
daily blood-pressure readings were taken. Thiocyanate was 
given only to patients in whom the blood pressure remained 
persistently raised or in whom symptoms persisted in spite 
of rest in bed and symptomatic treatment. The lowest 
pressure recorded in the first week was taken as the base- 
line reading. The drug was then administered until an 
adequate serum level had been maintained for three weeks, 
when the average blood pressure recorded in the third week 
was taken as the final reading. Most American writes 
regard falls of 15% in systolic and diastolic pressures a 
a “good” effect and 10% as a “fair” effect. We have 
taken a more conservative figure—namely, 40 mm. Hg 
systolic and 20 mm. Hg diastolic—as significant. reductions 
in pressure. The fall in pressure recorded is therefore 
additional to that obtained by rest in bed. The symp 
tomatic effect was assessed by replies to direct questions, 
the symptom being “ cured,” “ improved,” or “ unaffected.” 

The results are summarized in the accompanying table. 
By “immediate effects” is meant the condition of the 
patient on discharge from hospital. Under “late effects” 
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the condition is given of 42 subjects of hypertension who 
received adequate doses of the drug for periods of mort 
than a year. One patient has been taking the drug for more 
than three years, nine for more than two years, and 

remainder for more than a year. Twelve patients have died 
within the period of observation. 


Discussion of Results 


As will be seen from the table the drug’s effects can bf 
correlated with the disease process. Its immediate effect 
were most pronounced in cases of the benign quiescenl 
group, where almost three-quarters showed significant fa 
in blood pressure and obtained complete symptom 
relief. In the benign active group about two-thirds of t 
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cases responded to thiocyanate—a smaller proportion than 
in the quiescent group. In the malignant phase potassium 
thiocyanate is of little value, but even in these severe cases 
symptomatic relief may be obtained and, rarely, the pro- 
gress of the disease may be temporarily stayed. 

Six cases of renal hypertension were treated: symp- 
tomatic relief was obtained in four, and in two there was 
a significant fall in blood pressure. 

Of the 60 cases reviewed in this paper 62% obtained 
complete symptomatic relief and 56% showed significant 
falls in blood pressure. These results as to immediate 


Table Summarizing the Effect of Administration of Potassium 
Thiocyanate to 60 Cases of Hypertension in Varying Phases 














Immediate Effects Late Effects 
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Benign quiescent | 23 | 17 16 {15 8 9 | No deaths 
nsion 
Benign active | 21} 12 3 1s 6 6 | 4 deaths, all due to 
ion coronary throm- 
bosis 
thyper- | 10 4 3 sj; — 2 |5 deaths: 3 in Ist 
tension year, 1 in 2nd, 1 in 
3rd. All due to 
uraemia 
Renal hyperten- | 6 4 2 6 3 1 3 deaths, al} due to 
sion uraemia 
Total -- | 00 37 34 42 17 18 
Percentage .. 62% | 56% 40% | 43% 


























effect of thiocyanate therapy are similar to those obtained 
by Wald et al. (1939)—246 cases. As to its late effect, 42 
patients received adequate treatment for more than one 
year. Of 15 patients with benign quiescent hypertension 
nine remained throughout the period of observation with 
a significant fall in blood pressure and relief of symptoms. 
Of 13 patients with benign active hypertension six main- 
tained a significant fall in blood pressure with relief of 
symptoms. 


There is not as yet good evidence that potassium thio- 
cyanate controls the activity or progress of arteriosclerotic 
disease, although it is our opinion that it has had this effect 
in certain cases. There is clear evidence that the disease 
may be progressive in spite of symptomatic relief and some 
measure of control of blood pressure as a result of con- 
tinued use of the drug. In the group composed of 23 
patients with benign quiescent hypertension there were no 
deaths, but in the group composed of 21 patients with 
benign active hypertension there were four deaths due to 
coronary thrombosis. The occurrence of four fatal cases 
with benign active hypertension and none with benign 
quiescent hypertension, together with the fact that a rather 
smaller proportion of the benign active hypertensive group 
than of the benign quiescent hypertensive group were bene- 
fited by the treatment, justifies the division of benign hyper- 
tensive disease into these two groups. It also suggests that 
potassium thiocyanate is not very effective in preventing 
progress of the disease in benign active hypertension. 
Further evidence in support of this view of the limited 
value of potassium thiocyanate is the clinical course of 
three cases in which the blood pressure was well controlled. 
One patient whose blood pressure was 160/80 developed 
a retinal thrombosis ; another developed retinal haemor- 
rhages ; a third, in spite of a fair measure of blood-pressure 
control, continued to suffer from headaches and paroxysmal 
hypertension although taking potassium thiocyanate. On 


the other hand, it is interesting that symptomatic relief may 
be maintained in spite of continued progress of arterio- 
sclerotic disease. Thus of five fatal cases with malignant 
hypertension two were relieved of headaclie until death 
ensued. 

With regard to the ten patients with malignant hyper- 
tension, there was immediate relief of symptoms in four, 
together with a real improvement in the general condition. 
One patient, a man aged 44, was dying of uraemia on 
admission to hospital. He made a remarkable recovery, 
became symptom-free, and returned to work. He remained 
at work for 20 months, and died suddenly of uraemia two 
years after his first admission to hospital. Six cases of 
renal hypertension have been treated, with symptomatic 
relief in four. This confirms the observation of Kurtz 
et al. (1941) that potassium thiocyanate may be useful in 
chronic nephritis. It does not seem to prolong life in this 
disease. ; 

Of the 42 patients treated for more than a year a 
significant fall in blood pressure was obtained in 18 and 
symptomatic relief in 17. 

In general terms these patients have been maintained on 
a serum thiocyanate level of 4 to 8 mg. per 100 ml. It is 
possible that better results might be achieved by a serum 
thiocyanate concenggation of 8 to 12 mg. : 

The drug is mosé effective in its relief of headache, dizzi- 
ness, and vertigo. Improvement in vision was observed, 
but its effect in this respect. is difficult to assess. Mental 
confusion was cleared in one case. Malaise and asthenia 
were relieved in several patients. The drug is much less 
effective in its relief of cardiac symptoms. Of six patients 
with angina, only one improved ; four were unaffected, and 
one was worse. It has no effect on the sensation of palpi- 
tations. Three patients with intermittent claudication and 
hypertension were not improved in respect of their pain. 


Toxic Effects 


Symptoms of intolerance are a rash, malaise, asthenia, 
loss of appetite, nausea, indigestion, pains in the limbs, 
and impotence. The significant symptoms are a rash, 
excessive tiredness, and nausea. The rash varies consider- 
ably in appearance and distribution ; characteristically it 
is a dull-red maculo-papular rash, somewhat irritating, 
and ending by scaling. The macules may be sharply 
defined and are followed by pigmentation, which ultimately 
fades out. A common distribution is on the flexor aspects 
of the wrists and forearms, on the lower third of the legs, 
or on the front and inner aspect of the thighs. It may be 
on the extensor aspect of the extremities and on the neck 
and trunk. It may be urticarial or haemorrhagic. It may 
appear with.a serum thiocyanate concentration as low as 
4 mg. or even 3 mg. per 100 ml. After its disappearance 
resumption of thiocyanate administration in some cases is 
not followed by a reappearance of the rash. Some degree 
of tiredness in the early stages of treatment is not a 
contraindication to continuing the treatment. If the 
asthenia is considerable, or if tiredness appears for the 
first time at a later stage in the treatment, the serum 
thiocyanate concentration should be checked at once. 
Indigestion in the early stages of treatment is remedied 
by giving the thiocyanate with food instead of after 
food. Indigestion and nausea appearing later in the 
treatment are probably an indication of overdosage : the 
administration of thiocyanate is therefore stopped and the 
serum thiocyanate estimated at once. There are other 
uncommon symptoms of thiocyanate intolerance or over- 
dosage, including perhaps thrombophlebitis. An individual 
taking thiocyanate consequently needs to be under medical 
observation. ° 
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In the present series skin rashes have occurred in six 
patients: in four the drug was given again without causing 
reappearance of the rash, and in two the rash reappeared 
and the thiocyanate had to be stopped. Koffler and 
Freireich (1944) have reported femoral thrombophlebitis in 
four of a series of 40 cases treated, and observed that the 
lesion tended to recur if the drug was repeated. In the 
present series this complication has occurred twice. In a 
larger series of other cases under the observation of one 
of us it has not occurred at all. Goitre is reported to have 
followed the long-continued administration of potassium 
thiocyanate. Wald ef al. (1939) report 11 cases in 246 
patients treated. We have not seen this complication. Our 
opinion is that, apart from skin rashes which may occur 
at low serum thiocyanate concentrations, toxic effects are 
uncommon provided that the dosage of the drug is properly 
controlled. The necessity for close control, especially ‘in 
the early stages of thiocyanate therapy during which the 
adequate maintenance dose is being ascertained, cannot be 
over-emphasized. 


It is said that thiocyanate therapy may be responsible 
for retinal, cerebral, and coronary thrombosis, but this 
opinion takes no account of the fact that a proportion of 
patients with persistent hypertension are suffering from 
active arteriosclerotic disease and that this disease is the 
cause, or may be the cause, of thrombotic phenomena 
occurring during the administration of thiocyanate. 


Summary 


An attempt has been made to assess the value of thiocyanate 
therapy in hypertension. A scheme of dosage has been given 
together with indications for treatment. Patients with hyper- 
tension have been classified according to phases and types 
of hypertensive disease. Taking the cases as a whole, sympto- 
matic relief and a significant fall in blood pressure were 
observed in roughly 60% of the cases. The further observation 
of 42 patients shows that the effect of thiocyanate therapy can 
be correlated with the phases of the arteriosclerotic process, and 
that whereas symptomatic relief is given and blood-pressure 
reduction ' is maintained in approximately 40% of the cases, 
the continued administration of potassium thiocyanate does not 
prevent, in individual cases at least, the continued progress of 
arteriosclerotic disease. 


REFERENCES 
Allen, .. Ys Bees Proc. Mayo Clin., 17, 519. 
er, M. H. (1936). J. Amer. med. Ass., 106, 762. 
centage and peo G. (1944). Brit. J. Urol., 16, 1. 


GN" Lectures, R. 
(1944). Hypertension and Nephritis, Lea and 


ebi ae pee 
are om reireich, A. W. (1944). Amer. J. med. Sci., 207, 
mai M., Shapiro, H. H., and Mills, C. S. (1941). Ibid., 202, 


3 
Massie, 1941). i Clin., 3, 198, 
Moschcowit E. (1945). Vascular Sclerosis, Oxford Medical Pub- 


Pa I. H., and Corcoran, A. C. (1945). Arterial Hypertension, 
: Y Inc., Chicago 
. Miinch. med. eV schr., 50, 153. 
Ravin, 1" Leo 5 J. 25, 1204. 
Treu and Edinger, A. (1900). Miinch. med. Wschr., 47, 717, 


Lab. clin. Med., 
Wald, M. H., Lindberg, H H. A., and Barker, M. H. (1939). J. Amer. 


med. Ass. 








The Minister of Food has issued a General Licence (S. R. & O., 
1947, No. 595) under the Food Rationing (General Provisions) 
Order, 1946, which regularizes the arrangements for the supply of 
glucose barley sugar, free of personal points rationing, to persons 
for whom it is prescribed. by registered medical practitioners. It 
prescribes the maximum quantity which can be supplied and provides 
for prescriptions covering a certain number of repeat purchases. 
Ration-free sales to the public can be made only by registered 
pharmacists and. the responsibility for checking the prescriptions is 
placed upon them and manufacturers. The licence indicates how 
registered pharmacists may obtain glucose barley sugar from manu- 
facturers to fulfil prescriptions or to replace stocks sold ration free. 
The Order came into operation on April 6. 





AUTOHAEMAGGLUTINATION AND 
RAYNAUD’S PHENOMENON 


BY 


G. B. FORBES, M.B., Ch.B. 
Late Major, R.A.M.C.; Specialist in Pathology 


Autohaemagglutination has been defined by Boxwell and 
Bigger (1931) as “a clumping of the erythrocytes inj 
irregular masses, visible to the naked eye, occurring in the 
presence of the individual’s own serum, without ba 
action, at air temperature and reversible at body te 
ture.” The phenomenon has been fully studied by thes 
authors and by Landsteiner (1903), Clough and Richter 
(1918), Yorke (1911), and others both in animals and jg 
human subjects. As a result of their investigations , 
number of criteria have been established ; these may fe 
briefly summarized : (1) Autohaemagglutinins i in the serum 
of an “auto-agglutinator” will produce agglutination of 
his own corpuscles at temperatures below that of the 
They are most active at 0° C., less active at room tempen. 
ture, and inert at blood heat. (2) Autohaemagglutinins are 
capable of agglutinating, at low temperatures, not oply 
autologous corpuscles but also those of other individuals 
irrespective of their blood group, and in some cases the 
corpuscles of various animals as well. (3) The reaction js 
reversible. Corpuscles which have been agglutinated a 
low temperatures will disperse on heating to body tempera. 
ture and reagglutinate on cooling. 

Because of their activity at low temperatures auto. 
agglutinins are often referred to as “ cold ” agglutinins. The 
terms are not strictly synonymous. Broadly speaking 
however, an auto-agglutinin may be regarded as non. 
specific “cold” agglutinin of such potency that it is active 
at room temperature. The difference then is largely one 
of “titre” and thermal range. The phenomenon is quite 
distinct from pseudo-agglutination which is due to excessive 
rouleaux formation, bacteriogenic haemagglutination which 
may occur when sera or cell suspensions are contaminated 
with certain organisms of the diphtheroid group (Thomson 
phenomenon), and from. polyagglutinability, in which 
phenomenon the individual’s corpuscles are agglutinated 
at low temperatures by most normal sera irrespective ¢ 
their group agglutinins, but not by autologous serum 
(Gaffney and Sachs, 1943). 

The sera of normal healthy individuals frequently contaia 
small amounts of cold agglutinins which will produce weak 
macroscopic agglutination when the serum is mixed with 
corpuscles of the same group (or group O) at refrigerator 
temperature (0-7° C.). The reaction is seldom demonstrable 
on dilution of the serum beyond 1 :16 (Turner and Jackson, 
1943). Rarely a serum will stand considerable dilution 
(1 : 32; 1: 64), and in very exceptional cases the agglutinin 
will be present in such strength as to produce obviow 
naked-eye agglutination at room temperature—that © 
auto-agglutination. 

Of 10,000 sera from presumably healthy individu 
0.29% were found by Shooter (1943) to contain 
agglutinins active at room temperature. Errors in bloe 
group determination are occasionally caused by f 
presence in an individual’s serum or plasma of such 
agglutinin. The small amount of plasma that is pre 
in a citrate or saline suspension of the individual's ce 
puscles may be sufficient, even on further dilution with t 
grouping sera, to cause marked clumping of his ow 
corpuscles, and a false diagnosis of group AB may 8 
made. This source of error can be eliminated by carryill 
out the grouping test at 37°C., at which temperatul 
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auto-agglutinins, but not the ordinary iso-agglutinins, 
anti-A and anti-B, are inactive. 

Autohaemagglutination occurs rarely and inconstantly 
in a variety of pathological conditions which have little or 
no nosological affinity. Boxwell and Bigger could find in 
the literature only 22 cases which they considered to be 
undoubted examples of the phenomenon. Of these, five 
were normal subjects and the remainder suffered from such 
diseases aS severe anaemia, cirrhosis of the liver, syphilis, 
and leukaemia. Cold and auto-agglutinins, however, are 
found with some degree of regularity in the sera of patients 
with primary atypical pneumonia (Peterson er al., 1943 ; 
Turner et al., 1943), tropical eosinophilia (Viswanathan and 
Natarajan, 1945), and trypanosomiasis (Yorke, 1911), and 
their demonstration has been used as a laboratory aid to 
the diagnosis of these conditions. 


Table Showing Cases of Autohaemagglutination with Peripheral 
Vascular Manifestations 











No. Author Case Notes 
1 | Iwai and Mei-Sai (1925) 8 ee Raynaud’s phenomenon 
2 | Alexander and Thompson (1925) | Male, 48; R.P., atypical leukaemia, 
haemo lobinuria, W.R. negative 
3 | Iwai and Mei-Sai 7. Female, 
4 | Stieffel(1928) .. Male, so R P, haemoglobinuria, 
hepatomegaly 
§ | Davidson (1932) .. oi Wp Male, 60;  macrocytic anaemia, 
* suffered from cold hands ” 
6 | LeGoff (1933) Male, 67; R.P.. chilblains 
7 | Roth (1935) ae oe -- | Male, 59; R.P.. haemoglobinuria 
8 | Salén (1935) oe oe -+ ‘| Male, 50; acrocyanosis, haemo- 
globinuria 
9 | Ernstene and Gardner (1935) . Male, 38; R.P., haemoglobinuria 
10 | Sézary, Kipfer, and Gharib (1938) Male, 60; R.P., ‘haemolytic anaemia, 
arteriosclerosis, splenomegaly, and 
hepatomegaly 
11 | Hanns and Sommer (1938) ry 
12 Cant Heimann, and Laudat | Male, ta. R.P., anaemia, spleno- 
( megaly 
13 | Benians and Feasby (1941) Female, 52; R.P., anaemia 
14 .. | Female, 65; R.P., anaemia * 
15 | Davidsohn (1942) Female, R.P. : 
16 | Stats and Bullowa (1943) —_ 64; R.P., dry gangrene of 
igits 
17 | Helwig and Freis (1943) Male, 38; acrocyanosis, primary 


atypical —— 
18 | McCombs and McElroy (1937) | Male, 57; R.P., haemoglobinuria, 
arteriosclerosis 











The association of autohaemagglutination with symptoms 
of a peripheral vascular nature has been observed on several 
occasions. Iwai and Mei-Sai (1925, 
cases of Raynaud’s phenomenon with associated high- 
titre auto-agglutinins, and were df the opinion that the 
peripheral vascular manifestations in their cases resulted 
from intravascular haemagglutination when the extremities 
were subjected to low environmental temperatures. 

In 1937 McCombs and McElroy reviewed the literature 
on autohaemagglutination with special reference to its 
association with Raynaud’s phenomenon. They were able 
to collect five case reports of this association, and they 
themselves added one more to the list. According to 
Stats and Bullowa (1943), 14 accounts of this combination 
of phenomena had appeared in the literature by 1943. To 
these I would add four other case reports. They are by 
LeGoff (1933), Ernstene and Gardner (1935), Davidsohn 
(1942), and Helwig and Freis (1943). 

Laboratory findings are given pride of place in most of 
the accounts in the literature and full clinical details are 
not always available. Intermittent pallor or cyanosis of 
the extremities, precipitated by exposure to cold, is the 
predominant clinical feature, and the demonstration of 
high-titre-cold or auto-agglutinins in the blood is a constant 
laboratory finding. Attendant clinical features such as 
anaemia, haemoglobinuria, hepatic dysfunction, and 
Organic occlusive disease of the peripheral vessels are 
found in the case reports. Males are affected more often 
than females and there is wide variation in age incidence, 
Few, if any, of the patients appear to have been suffering 


1926) reported two , 


from the true cl nical entity called Raynaud's disease (see 
Table). The following account of a case which I investi- 
gated recently is submitted as an illustrative example of the 
association of autohaemagglutination and Raynaud's 
phenomenon. 

Case Report 


A 24-year-old American sergeant was admitted to hospital 
with the complaint that-his fingers became blue and numb 
on exposure to cold environmental conditions. He had had 
several attacks in the course of a few days before admission, 
during which time the weather was moderately cold. An attack 
would develop if his hands were uncovered while out of doors 
or in bed at night. Each attack would last for 10 to 20 minutes 
and would be rapidly relieved by warmth. He stated that 
changes first appeared at the tips of his fingers. As a rule the 


- tip of one finger of either hand would first become involved 


and the change would gradually extend to all the fingers of 
one or both hands. The palms and the dorsa of the hands were 
affected to a less degree than the fingers ; the wrists and fore- 
arms were unaffected. Colour changes during an attack were 
rather variable and depended to a certain extent on whether 
he was in the upright or the recumbent position, and whether 
or not he took immediate steps to alleviate the condition. From 
his description it seems that the fingers assumed a mottled 
dusky tint with white and purple patches and areas of normal 
colouring. In one attack the white patches would predominate, 
in another the purple. During the recovery phase the fingers 
would become first pale orange in colour, gradually intensifying 
to red and then fading to the normal skin colouring. He stated 
that his fingers felt mumb during an attack and that they 
“throbbed” for a short time afterwards. Occasionally the 
tip of his nose and the lobes of his ears would become blue. 
His toes and feet were not affected at any time. 

His past history was essentially negative. Despite the fact 
that he had lived for many years in a very cold part of the 
United States he had not previously suffered from this com- 
plaint. He acted as a volunteer blood donor a few months - 
before admission and at that time no abnormality was found 
on blood examination. There was nothing in the past history 
to suggest that he had suffered from trypanosomiasis. Mastoid- 
ectomy had been performed at the age of 6 years. Eight months 
before admission a small tumour situated at the right angle of 
the jaw had been removed. The patient (a highly intelligent 


‘man) stated that microscopical examination of the tumour 


revealed “inflammatory change only.” 

A few slightly enlarged lymph nodes in both axillae and in 
the left supraclavicular fossa were the only abnormal findings 
on physical examination. There was no wasting of the small 
muscles of the hands or clubbing of the fingers. | Normal 
pulsation was felt in the main limb. vessels.’ - The skin over the 
extremities (when examined between attacks) appeared perfectly 
healthy and his hands felt quite warm. The spleen was not 
enlarged. Radiological examination of the chest revealed no 
abnormality. 

During the patient’s short sfay in hospital the weather became 
much warmer and attacks did not develop spontaneously. How- 
ever, by immersing his hands in cold water it was possible to 
induce an attack. The colour changes already described were 
teproduced after a 15-minute immersion, with a rapid return 
to normal on placing his hands in warm water. 


Laboratory Findings 


That the patient was an “ auto-agglutinator ” was first sus- 
pected when an attempt was made to do a blood count. 
Capillary blood issuing from a small puncture wound in the 


lobe of the ear was seen to agglutinate spontaneously and 


large clumps of corpuscles were present in the diluting pipette. 
Under these circumstances it was impossible to carry out an 
accurate blood count, but by warming the patient’s ear with 
a hot-water bottle and using pipettes and diluting fluids which - 
had been warmed to 37°C. before use agglutination was 
temporarily prevented and a reasonably accurate blood count 
obtained. This count showed : haemoglobin, 98% (Haldane) ; 
red ce'ls, 4,900,000 per c.mm.; white cells, 6.000 per c.mm. 
(neutrophil polymorphs, 3,180 ; lymphocytes. 2,520 : monocytes, 
300); platelets, 370,000 per c.mm. A film revealed nothing 
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abnormal. The patient's blood group was determined by carry- 
ing out the test at 37°C. He was found to belong to group B. 
The bleeding time and clotting time were normal. The erythro- 
cyte sedimentation rate (Wintrobe) at 37°C. was | mm..-in 
1 hour (the true reading); at 22°C., 47 mm. in 1 hour—a 
false result owing to the rapid sedimentation of cell clumps ; 
at 4° C. large cell masses prevented sedimentation. The Kahn 
and Donath-Landsteiner reactions were negative, as was the 
Paul—Bunnell reaction when carried out at 37°C. The urine 
revealed nothing abnormal. 

Venepuncture was next performed and the blood sample 
placed in both oxalate and plain containers. These were 
immediately transferred to the incubator, clot retraction was 
allowed to take place at 37° C., and the following experiments 
were carried out, using the serum thus obtained. 

1. One drop of the patient’s serum was added to one drop 
of a 5% saline suspension of his own corpuscles on a 
porcelain tile at room temperature, Complete agglutination 
of the corpuscles occurred almost immediately. The porce- 
lain tile with the serum-corpuscle mixture, still showing 
marked agglutination, was then transferred to the incubator 
at 37°C. The tile was re-examined after 10 minutes at 
37°C. Dispersion of the corpuscles had otcurred so that 
a homogeneous suspension of corpuscles in serum resulted, 
and there was no trace of agglutination. Reagglutination of 
the corpuscles took place when the tile was left at bench 
temperature (22° C.) for several minutes. Agglutination or 
de-agglutination could be produced indefinitely by alternate 
cooling and warming of the serum-corpuscle mixture. 

2. The above experiment was repeated, using several 
suspensions of group AB, A, B, and O corpuscles instead of 
autologous corpuscles. The same result was obtained with 
B and O suspensions. With AB and A suspensions agglutina- 
tion persisted at 37° C. because. of the- anti-A iso-agglutinin 
in the patient’s serum. 

3. A 1% saline suspension of washed autologous corpuscles 
was added to a series of dilution tubes containing progressive 
geometric dilutions of the patient’s serum, so that the final 
dilutions of serum were 1:4 to 1:4096. The tubes were 
placed in the refrigerator at 4° C. overnight, The following 
morning the corpuscles were resuspended in the supernatant 
fluid by rapidly inverting each tube three times, and the 
highest dilution which showed naked-eye agglutination was 
taken as the end-point, A titre of 1,024 was thus obtained. 
The same titre was reached when the patient’s serum was 
titrated against suspensions of O and B corpuscles. This titre 
remained constant throughout the patient’s stay in hospital. 


Comment 

It has been shown experimentally that the abnormal 
agglutinin in this patient's serum was a true auto- 
haemagglutinin. The disease or factor responsible for its 
presence was not, however, determined. The fact that no 
abnormality was detected on physical and radiological 
examinations of the chest does not altogether exclude the 
possibility that he had suffered recently from a subclinical 
attack of primary atypical pneumonia, a disease which was 
encountered not infrequently among Service personnel in 
North-West Europe at the time of his admission. It is 
known that primary atypical pneumonia may assume a 
very mild subclinical form, and Turner et al. (1943) record 
a case of the disease in an ambulant female patient, 
radiologically negative, whose serum contained cold 
agglutinins to a titre of 1,000, and whose only complaint 
was of a bad cough. 

There can be little doubt that the peripheral vascular 
manifestations in the case presented were due to mechanical 
blockage of the small peripheral vessels by aggregations of 
corpuscles within their lumina, the activating factor being 
exposure to cold. Cold exerted its influence in a twofold 
manner; (a) by lowering the temperature of the exposed 
extremities to the critical level for auto-agglutination to 
ocour, and (b) by producing simultaneously a constriction 
of these vessels—the normal response of peripheral vessels 





to cold stimuli (Lewis, 1936). The lumina of the 
were thus almost completely occluded and the 
features of Raynaud's phenomenon produced. Ip true 
Raynaud's disease obliteration of the vessel lumen ix 
brought about by intense spasm of the vessel. Al 

the mechanism of production of vascular obliteration jg 
different in the two conditions the end-result is ess 

the same (see diagram). The peripheral vascular manifests. 


Oe O- Oa 


Diagram showing the effect of expasure to cold o 
diameter of small arteries: A, in normal subjects; B. *‘ true 
Raynaud’s disease; C, in Raynaud’s phenomenon due to avte 
agglutination. y 
tions readily disappeared when heat was applied to the 
affected extremities, owing presumably to dilatation of the 
peripheral vessels and dissolution of the corpuscle 
aggregations. A free flow of blood to the parts was thus 
re-established. 

The patient informed me by letter three months after his 


discharge from hospital that he was then symptom-free 


and that a blood examination for cold and auto. 
agglutinins was negative. 


Summary 


The literature on autohaemagglutination, with particular 
reference to its association with symptoms of a peripheral 
vascular nature, has been reviewed. Some 18 cases of this 
combination of phenomena are on record. 

A case of autohaemagglutination with peripheral vascular 
crises has been described. It is suggested that the Raynaud- 
like attacks which followed exposure of the patient’s extremities 
to low temperatures resulted from blockage of the small peri- 
pheral vessels with corpuscular aggregations. The results of 
invitro experiments on the blood lend support to this contention 
and are probably a true reflection of the changes which occurred 
in vivo. 

The aetiological factor responsible for the presence of the 
abnormal agglutinin was not determined. 
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Medical Memoranda 


—— 


A Case of Periarteritis Nodosa 


Periarteritis nodosa is a rare and generally fatal disease. 
périlman (1946) thinks that every case deserves special atten- 
tion, therefore I record the following case. 


Case REPORT 


An Army driver aged 31 was taken ill with malaise, aches and 
pains, especially in the left side of the chest, and cough while in 
Greece. He was admitted to 53 General Hospital on April 24, 1946. 
On examination no abnormal physical signs were found, although 
a skiagram of the chest taken two days later showed “a mild 
opacity in the left mid-zone suggestive of resolving pneumonia.” 
Atypical pneumonia was suspected. He soon ceased to complain of 
any specific symptoms, but his temperature remained raised. On 
April 30 the white cell count was 13,800 per c.mm. (polymorpho- 
nuclear neutrophils, 73%; lymphocytes, 20%; eosinophils, 4%; 
monoeytes, 2% ; basophils, 1%). On May 3 radiological examina- 
tion of the chest was normal and the urine showed only a few 
pus cells. Throughout his prolonged stay he had pyrexia, usually 
101-101.5° F. (38.3-38.6° C.) but occasionally as high as 103° F. 
(39.4° C.). All pathological investigations were negative. Three 
blood cultures were sterile and repeated stool examinations were 
negative for amoebae or cysts and pathogenic organisms. Agglu- 
tination tests for enteric fevers and brucellosis were negative on 
May 10, May 27, and June 22. At times he complained of 
abdominal pains, and on May 24 he had pain in the left foot. 
On June 22 his spleen was palpable. On June 29, 30,000 units of 
penicillin was injected three-hourly, 2,000,000 units being given 
without effect. 

He was transferred to 72B General Hospital on July 10 as a 
possible case of undulant fever. Here no abnormal physical signs 
were found except slightly enlarged lymph glands in the neck and 
axillae, and one was removed for biopsy. His temperature was 
still raised and his white cell count was 11,800 per c.mm., 7% 
being eosinophils. Undulant fever was suspected but not confirmed. 

He was returned to England and admitted to Q. A. Military 
Hospital, Horley, on Aug. 9. His liver and spleen were enlarged 
and tender, a few shotty glands were palpable, the left ankle-jerk 
was absent, and there was numbness in the left leg. A blood count 
showed: red cells, 4,160,000 per c.mm.; Hb, 78%; colour index, 
0.9% ; white cells, 14,200 per c.mm. (polymorphonuclear neutrophils, 
77%; lymphocytes, 17%; eosinophils, 3%; monocytes, 2.5%; 
basophils, 0.5%). A mid-stream specimen of urine showed an 
occasional granular cast, scanty pus cells, and a scanty growth 
of Staph. albus (? contaminant). Blood culture was sterile. 
Serum agglutination tests for brucellosis and enteric fevers were 
negative. A skiagram of the chest was normdl and the Wassermann 
reaction and Kahn test were negative. On Aug. 16 a neurologist 
reported: “I think that this man’s neurological signs in the left 
leg are indicative of a lateral popliteal nerve lesion. In view of the 
aching pain in both calves for two weeks before the numbness 
came on in the left leg I think the cause is probably a toxic neuritis.” 
About this time there was pronounced abdominal pain, but a plain 
skiagram showed nothing abnormal and radiological examination 
of the spine was also negative. 

@n Aug. 22 the biopsy report was: “ The picture is that of a 
malignant reticulosis, probably an early example of Hodgkin’s 
disease.” 
of lymphosarcoma.” On Sept. 5 the patient was seen at the 
Middlesex Hospital with a view to treatment by deep x-ray therapy. 
At this hospital the histological report was: “ Section shows areas 
of proliferation of endothelial cells, but the gland structure is 
preserved and there is no definite evidence of Hodgkin’s disease.” 

On Sept. 17 the patient was admitted into Mount: Vernon Hospital 
under my care. He was very ill and emaciated, and complained of 
abdominal pain and severe nausea. A few small glands were palpable 
in the neck and axillae. The liver was enlarged, but the spleen could 
not be felt. Temperature 100° F. (37.8° C.). Shortly after admission 
he went into status epilepticus, obviously due to intracerebral involve- 
a. He died on Sept. 24, five months from the onset of the 
illness. 

Post-mortem Examination.—({1) Small nodules were present along 
the coronary arteries. (2) The brain showed general congestion 
and ‘a small cerebral haemorrhage involving the cortex of the 
infero-lateral aspect of the occipital lobe. (3) The liver was enlarged, 
pale, and mottled, showing marked toxic changes and several infarcts. 
(4) Both kidneys were swollen and mottled, and showed severe 
toxic changes and numerous small infarcts. (5) The spleen was 
not enlarged but contained an infarct. (6) The small and large 
intestines were distended and flecked with smal] fibrino-purulent 








The slides were considered to be “strongly suggestive ° 


deposits. Many adhesions were present between various coils. The 
small intestine at the adherent areas showed thickening, the mucosa 
being covered by a rough exudate spreading circularly round the - 
lumen; no definite ulcers were seen. The arteries supplying these 
areas showed some thickening but no definite nodules. The caecum 
contained areas of mucosal ulceration—probably a post-mortem 
change. (7) There were a few slightly enlarged glands in the neck 
and axillae. 

Histological Examination ——Heart: one section showed a typical 
mycotic aneurysm, and the others occlusive fibrotic changes in the 
vessels. Brain: section revealed haemorrhage, but destriiction too 
extensive to show typical vessel changes. - Liver: a large infarcted 
area with inflammatory infiltration and sprouting bile-ducts sur- - 
rounding it; no typical vessel changes. Kidney: a small infarct 
and a vessel at the edge of it completely occluded by fibrous tissue’ 
Spleen: an infarct present ; some of the smal! vessels showed 
thickening, but no aneurysm or complete occlusion was seen. 
Mesenteric vesséls: occlusive changes. Gland: congested; there was 
retention of normal architecture; hyperplastic changes only. 

Death was thus due to periarteritis nodosa, the most typical 
lesions being in the coronary arteries. 


DISCUSSION 


This disease most commonly affects yoyng adults. The 
principal vessels involved are those of the heart, intestine, and 
kidney, but the vessels of the brain, lungs, and limbs may be 
more rarely involved. There are fever, prostration, and loss 
of weight, and a remarkably varied symptomatology, as vascular 
involvement may occur in almost any organ. The abdominal 
symptoms in the above case were due to occlusion of the mesen- 
teric vessels, while the neuritic pains were probably the result 
of occlusion of the nutrient arteries to the peripheral nerves. 
The immediate cause of death was involvement of the cerebral 
arteries, 

The diagnosis is usually made post mortem. Occasionally, 
however, when nodules are present in the subcutaneous tissue, 
biopsy will give a correct diagnosis. In the’ above case 
various diagnoses were suspected: at the beginning atypical 
pneumonia, and later undulant fever, toxic neuritis, and 
reticulosis. In Perilman’s (1946) case infective polyneuritis was 
first suspected and later abdominal Hodgkin’s disease. The 
condition may be due to a filtrable virus, but there is much 
evidence to suggest that it is a form of vascular hypersensitivity. 
Thus the disease may occur in patients who have suffered from 
asthma, serum sickness, or sulphonamide reaction. Miller and 
Nelson (1945) described a case occurring during antisyphilitic 
treatment, and suggested that “the condition represents in this 
case an anaphylactic type of hypersensitive response to 
arsenicals.” Again, Rich and Gregory (1943) have produced 
characteristic lesions in rabbits by repeated injection of horse 
serum. Eosinophilia, usually moderate, may be found in some 
cases, and also supports an_allergic aetiology. Friedberg and 
Gross (1934) consider that some cases may be rheumatic in 
origin. 

The disease is commonly fatal, death often being due, as in 
this case, to haemorrhage from a ruptured aneurysm. In some 
cases, however, though the condition may continue for months 
recovery may occur; but in some of these late symptonis of 
renal and cardiac insufficiency may develop, as in the case 
described by Arkin (1930). Treatment is in the main symp- 
tomatic and supportive, but every effort should be made to 
exclude antigens that might be responsible. 


I wish to thank Dr. Ruth Pearson for the post-mortem 
examination. 


L. M. SHorvon, M.B., D.P.M., D.M.R., D.M.R.T.., 


Senior Radiotherapist, E.M.S, Centre, 
Mount Vernon Hospital. 


REFERENCES 


Arkin, A. (1930). Amer. J. Path.. 6, 401. 
Friedberg, C. K.. and Gross, L. (1934). Arch. intern. Med., 84, 170. 
Miller, H. G., and Nelson; M. G. (1945). Lancet, 2, 200. 

Perilman, M. (1946). British Medical Journal, 1, 369. 

Rich, A. R., and Gregory, J. E. (1943). Johns Hopk. Hosp. Bull., 72, 65. 








Persons suffering from active tuberculosis who receive an 
additional supply of milk under an authority issued by the food 
office are to be allowed an extra-ounce of bacon each week. Appli- 
cation should be made at the local food office for the authority 
to purchase the extra bacon. The ration book should accompany 
the application. . 
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INFECTIOUS DISEASES 


The Background of Infectious Diseases in Man. By F. M. 
. 7s. 6d.) Melbourne: The 


Burnet, M.D., F.RS. Fe. 110 ‘ 
Melbourne Permanent Postgraduate Committee, College of 
Surgeons, Spring Street. 


_The present volume is a reprint of six postgraduate lectures 
delivered in 1945 at Melbourne. The author treats infectious 
disease from the oecological standpoint, illuminating particular 
aspects with broad generalizations and with recent scientific 
knowledge. Besides being useful to general practitioners, for 
whom they were originally intended, these lectures should have 
a salutary effect on specialists, particularly: those whose con- 
céptions have become fixed or their vision narrowed. 

An introductory lecture is followed by one on diphtheria, 
measles, rubella, and infectious jaundice. The author is 
exasperated by the fact that all the common infectious diseases 
having a long incubation period, such as chicken-pox, measles, 
rubella, and mumps, are caused by viruses that cannot be 
studied adequately in the laboratory. At most they cause a very 
mild illness in monkeys. He thinks, however, that the outburst 
of symptoms and rash in the exanthemata is due to a relatively 
massive liberation of virus into the blood, and such an intense 
antibody response then occurs that subsequent immunity is life- 
long. In the third lecture he suggests that infectious disease 
must have evolved almost entirely among gregarious animals 
and that poliomyelitis, for example, may have been introduced 
into the human species from an animal such as the mouse, which 
suffers from a similar disease. The older age incidence of 
poliomyelitis that has been noted in some countries recently 
may be a result of their people’s higher standard of living, 
which has protected the infants and young children from 
exposure to infection. In the fourth lecture, on streptococcal 
infection and rheumatic fever, he points out that hyper- 
sensitivity to bacterial products requires the prolonged pro- 
duction of bacterial antigens in the immediate neighbourhood 
of an accumulation of monocytic inflammatory cells. He 
regards it as probable that antigen lodging in situations of 
choice, such as the joints, reacts with antibody when the latter 
reaches a certain level in the blood, rather than that tissues 
sensitized by previously formed antibody respond to antigen 
set free from the local site of infection. He considers that the 
common febrile infections of the respiratory tract with the 
exception of those due to haemolytic streptococci are primarily 
caused by viruses. Discussing the possibility of successful 
vaccination against influenza, he draws attention to the fact that 
herd immunity lasts longer than individual immunity, probably 
because a lower general level of immunity is necessary to pre- 
vent the spread of infection through the herd than to protect 
the individual against concentrated exposure. In the last 
lecture, on tuberculosis, he emphasizes that to prevent this disease 
the one outstanding requirement is to protect against primary 
infection with the tubercle bacillus. He dismisses the fear that 
the virtual abolition of tuberculosis from a community would 
result in the development of a highly susceptible population, 
since most of the extremely susceptible combinations have been 
eliminated from the race in the past 200 years, and it would 
take a long time for serious changes to occur in the current 
distribution of genetic resistance. 

G. S. WILSON. 


LECTURES FROM EDINBURGH 


Edinburgh Postgraduate Lectures in Medicine. Volume 3. 

(Pp. 588; illustrated. 15s.) Published for the Honyman Gillespie 

Trust by Oliver and Boyd, Edinburgh. : 
This volume, which exemplifies the high level of didactic teach- 
ing characteristic of the Scottish schools of medicine, com- 
prises lectures by thirty-two different lecturers—all from Scot- 
land, and most from Edinburgh itself—delivered and published 
under a grant received by the executive committee of the 
Edinburgh postgraduate courses from the trustees of the late 
Mrs: Honyman Gillespie. Nevertheless it has proved more 
difficult to read than any recently received volume. In review- 
ing some French lectures on clinical miedicine a short time 































Mapical dead May 
ago we asked whether the day of the published clinica] lecture. theoph! 
had not passed; the question is even more apposite when the ree 
lectures are given by over thirty different authors and, nothing 
to the fortunes of war, are not published until three or fog, The 
years after delivery. ’ 1 well as 

It is difficult for any one reader to be interested both in the | has ach 
Control of Sepsis and in Delinquency, in the First Month of | the circ 
Life and in Prostatic Enlargement. Such diverse material § | to disc 
more suited to the special journals, where the reader's appetite thyroto 
is stimulated by the limited size and the sense of news; ang § aneurys 
to be blunt, it seems a waste of time and money to publish § asthma 
such material in a beautifully bound and printed volume of § breathi 
nearly six hundred pages. To-day is the day of the monograph | dyspno« 
and the symposium. How valuable, for example, would beg § reserve 
symposium on all that has been learned and recalled abo § of carb 
malnutrition in the past eight years. It may well be that the | blood ( 
committee which nominates and invites the lecturers shoulg | pain to 
adopt a different policy in postgraduate educatiqn and publica. | impulse 
tion. Only pious devotion to an alma mater would justify the | (pp. 21 
purchase of these addresses, and it is certain that the collectiye | confusir 
genius of the Edinburgh school could pay some more fitting On tl 
tribute to the memory of Mrs. Honyman Gillespie. orthodo 

.. os stenosis 
}. Waa will the 
AESTHETIC LAPAROTOMY sage 

Laparotomia Estetica Mujer. Dr. a. 

(Pp. 66. No price given.) Madrid’ diterial Gientifice Mea, Hf are thor 

1946. . value 3) 
In this well-illustrated monograph the author pleads for greater sea 
care in the planning of laparotomy incisions in gynaecological radiolog 
operations, and stresses the mental trauma inflicted on women § jnto thre 
condemned to bear unsightly operation scars on their abdomens. § jesjons, | 
He makes a transverse incision with the convexity downwards, § j, gelib: 
not exceeding 10 cm. in length, and with its centre about 4 cm, 
above the symphysis pubis, so placed and of such size that the 
pubic hair will hide the scar. It is traced accurately by apply- 
ing to the abdomen a sterile plate of thin steel which is fitted 
with a hook that rests against the pubis; a linear perforation Ly 4 H 
marks the line of the proposed incision, and the suture lines Associ: 
are also delineated exactly and symmetrically. Methylene blue In this ¢ 
solution can be used to trace the line if iodine is employed a th . d 
the skin disinfectant. fi , on | 

The skin and aponeurosis are incised along the line, and the rot ‘tals 
lower flap of the aponeurosis is divided longitudinally in the cher the 
midline to gain space, and then dissected off. the underlying Sather 4 
muscle. The-recti are separated, and the peritoneum is incised toe for 
longitudinally ; a self-retaining retractor is inserted. The vib ack 
exposure obtained is sufficient to perform conservative opera legacies 
tions on uterus and adnexa, appendicectomy, or even a lower receipts 
segment caesarean section. The wound is closed in four planes, solvent 
The peritoneal edges are approximated with a continuous 23 millic 
chromic catgut stitch, the recti with three mattress sutures, and The H 
the edges of the aponeurosis first with several interrupted cat § 444 pres 
gut sutures and then with a continuous stitch. The skin & available 
sutured with a few mattress stitches of silkworm gut, taking inf jp. pre- 
the subcutaneous fat, and is finally closed with Michel clip. § schools 
The photographs of cases in which this technique has beet§ Coliege 
used seem to justify aesthetically the author’s claims for BiB yinces a 
incision. Particula 

‘ S. Ss. B. GILDER. charged : 
CARDIOLOGY ome % Tever 

Diseases of the Heart and Circulation. B . Fitzg i: i 

peck DM_ FRETS. Oxtord Medical Pablicntions (Par aoss. ole 

61 illustrations. 35s.) London and New York: Geoffrey @ COMtribul 

Cumberlege (Oxford University Press). 1947. - B result o! 
This book is dated 1947, the author’s preface September, 1946, Agen 
and the student and practitioner, for whom the book © : 
primarily written, would therefore expect to find in its pa 
the most recent information on the cardiovascular system Rehabil 
the treatment of its ailments, They will be disappointed. shan’t wa 
most important new facts have been discovered by means of /2sting m 
multiple-chest-lead electrocardiography, vectorcardiography, Hi a " 
phonocardiography, angiocardiography, measurement of pett rmwese A. 
pheral blood flow, and especially cardiac catheterization, says ip a 
the author mentions neither these methods nor the fac®l world’ 
revealed by them. The most important new therapeutic agenB™ doctors. 





in cardiology include penicillin, thiouracil, heparin, dicoumatdl 
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theophylljne-cthylene-diamine, cholinergic substances, mag- 
nesium sulphate, and lumbo-dorsal sympathectomy ; little or 
nothing is said about any of them. 

The author rightly stresses the importance of functional as 
well as structural changes, but it can hardly be said that he 
has achieved his purpose “ to present the morbid physiology of 
“the circulation side by side with its morbid anatomy.” He omits 
to discuss the hyperkinetic circulatory state associated with 
thyrotoxicosis, anaemia, severe emphysema, arteriovenous 
aneurysm, beriberi, and extensive Paget’s disease. Cardiac 
asthma is identified with the dyspnoeic phase of Cheyne-Stokes 
breathing when complicated by bronchial spasm (p. 19); effort 
dyspnoea and cyanosis in patients with diminished cardiac 
reserve or With pulmonary congestion are attributed to excess 
of carbon dioxide (p. 5) and to deficient oxygenation of the 
blood (p. 20) respectively, palpitation and left inframammary 
pain to lowering of the sensory threshold to normal afferent 
impulses (p. 14), and jugular pulsation to tricuspid incompetence 
(pp. 21 and 202). The description of triple rhythm is especially 
confusing (pp. 37-40). 

On the whole the author’s views on morbid anatomy are 
orthodox, but the statement that syphilis is a cause of aortic 
stenosis (pp. 193 and 221) will not find many supporters, nor 
will the belief that adherent pericardium is a cause of great 
cardiac enlargement and that it should be treated by the opera- 
tion of cardiclysis (p. 175). Recommendations for treatment 
are thoroughly conservative, even to the point of denying the 
value of quinidine in paroxysmal tachycardia (p. 113). The 
merits of the book are simplicity, economy of words, clarity of 
expression, lack of repetition, plentiful electrocardiographic and 
radiological illustrations, and a sensible division of the book 
into three main sections: (1) symptoms and signs, (2) anatomical 
lesions, (3) aetiological types of heart disease. The bibliography 
is deliberately scanty and predominantly British. 

Paut Woop. 
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HOSPITAL STATISTICS 

The Hospitals Year Book, 1945-6. Edited by J. P. Wetenhall, 

B.A. (Pp. 279. 21s.) London: The British Hospitals 

Association. 1946. . 

In this edition of the Hospitals Year Book, which appeared at 
the end of 1946, the latest statistics are those for 1942, for the 
figures concerning the finance and work of the voluntary 
hospitals are compiled from annual reports issued in the year 
after the one to which they relate. This year difficulties have 
further delayed publication. The statistical analyses are interest- 
ing for historical record. In 1942 subscriptions and dona- 
tions accounted for 18% of the income of voluntary hospitals, 
legacies for 8.4%, patients’ contributions for 41.6%, and 
receipts for public services for 21.7%. The hospitals were 
solvent, maintenance income exceeding expenditure by nearly 
2} million pounds. wie” 

The Hospital Directory is the more useful part of the volume 
and presents much information compactly. The number of 
available beds at each voluntary hospital is given, together with 
the pre-war number. Of the twelve hospitals with medical 
schools ten have fewer beds available and only two (King’s 
College and University College) rather more, but in the pro- 
vinces and Scotland the trend is, in general, the other way. 
Particulars of accommodation for private patients and the fees 
charged ; of the employment of almoners, dietitians, and others ; 
of reservation of beds; and of approval for nursing training 
and other purposes are all given. A list of municipal and 
public assistance hospitals, of convalescent homes, and of 
contributory and provident schemes. is. included, and the 
result of an inquiry into an appointment system for out- 
patients, with a suggested method of operating such‘a system, 
is an interesting feature. 


Rehabilitation varies from a slap on the back and, “ Well, I 
shan’t want to see you again, my lad!” to an educative process 
lasting many months—beginning perhaps with quadriceps exercises 
in bed and ending with a bicycle ride. In The Road Back to 
Health (H.M.S.O., price 6d.), which briefly describes and _ illus- 
trates much of the apparatus of rehabilitation, Mr. Aneurin Bevan 


Says in a foreword: “ This is a field in which Britain leads the 
eee This pamphlet is intended to appeal to laymen as well as 
octors. 
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- Held in New Delhi. 


BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received} 


Sensory Mechanisms of the Retina. By Ragnar Granit, M.D. 
(Pp. 412. 35s.) Oxford University Press: Geoffrey Cumberiege. 
1947. 

An account of investigations into the electrical signs of excitation 
and inhibition in the retina and optic nerve; the properties of rods 
and cones; photosensitive substances and the mechanism of excita- 
tion; and colour reception; by the professor of neurophysiology at 
the Royal Caroline Institute, Stockholm. 


Transactions of the Third Tuberculosis Workers’ Conference 
(Pp. 188. Rs. 4.) New Delhi: Juber- 
culosis Association of India. 1947.’ 


Addresses on various aspects of tuberculosis delivered in New Delhi 
in 1945. 


A Handbook of Midwifery. 
F.R.CS., F.R.C.O.G. 13th ed. (Pp. 456. 
Cassell. 1946. 

This textbook for pupil midwives, midwives, and obstetric’ dressers 
contains new material on the rhesus factor, and’ sections on the 
treatment of unavoidable haemorrhage and blood transfusion have 
been rewritten. 


Actions and Uses of Drugs. By Windsor C. Cutting,’ M.D. 
(Pp. 326. 16s. 6d.) California: Stanford University Press. 1946. 


A summary of the effects and uses of drugs intended as a textbook 
for nurses; includes sections on antibiotics, hormonts, and vitamins. 


Womanhood. By Margaret M. White, M.D., F.R.C.S., M.R.C.O.G. 
(Pp. 107. 7s. 6d.) London: Cassell. 1947. 

The purpose of this book is to help women to understand the 
anatomy and physiology of their sexual and procreative functions; 
written from a practical point of view and illustrated with diagrams. 


Tension Arterial y Biotipo. By Fidel Schaposnik. (Pp. 121. 
No price.) Buenos Aires: Libreria y Editorial “El Ateneo.” 1947. 


A monograph on blood pressure with biological evidence. In 
Spanish. 


By Sir Comyns Berkeley, F.R.C.P., 
12s. 6d.) London: 


Gestation Periods. Technical Communication No. 5. Compiled 
by J. H. Kenneth, M.A., Ph.D., F.R.S.E. 2nd ed. (Pp. 30. 3s.) 
Edinburgh: Imperial* Bureau of Animal Breeding and Genetics. 
1947. 


A table on the gestation periods of many animals, with bibliography. 


Nuore Vedute sulla Malaria. By Maurizio Ascoli, et al. 
(Pp. 209. No price.) Rome: Instituto Bibliografico Italiano. 1947. 


A collection of papers on malaria by Italian authors. 


Pediatrie Gynecology. By Goodrich C. Schauffler, A.B., M.D. 
2nd ed. (Pp. 380. $6.00). Chicago: Year Book Publishers. 1947. 


Many sections in this book have been revised, including those on 
gynaecological surgery, medico-legal aspects, and’ commercial 
preparations of sex hormones. 


My Eyes Hare a Cold Nose. By Hector Chevigny. (Pp. 253. 
12s. 6d.) London: Michael Joseph. 1947. 

An account by a blind man of his reactions to blindness and of the 
dogs trained to guide the blind. 


Micro-diffusion Analysis and Volumetric Error. By Edward 
J. Conway, M.B., D.Sc. (Pp. 357. 21s.) London: Crosby 
Lockwood. 1947. 


Includes an account of new methods of micro-diffusion technique. 
Part I describes apparatus and principles used in micro-diffusion 
analysis, Part [I] methods with the standard “ unit,’ and Part III the 
error of volumetric titration. 

Uterotubal Inswffation. By I. C. Rubin, M.D. F.A.CS. 
(Pp. 453. 50s.) London: Henry Kimpton. 1947. 

A clinical account of tubal insufflation and an evaluation of the 
aetiological importance of obstructed uterine tubes in sterile matings, 
with description of the anatomy, physiology, and pathology of the 
Fallopian tubes. 


Penicillin in General Practice. By J. L. Hamilton-Paterson, M.D. 
2nd ed. (Pp. 110. 5s.) London: Staples Press. 1947. 


An account of the administration and uses of penicillin in general 
practice with a section on the nature and properties of penicillin. 
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FOLIC ACID 


It is now eighteen months since Spies' and his co-workers 
in America first reported the haemopoietic properties of 
folic acid in man. This recently synthesized member of 
the vitamin B complex has been recognized as an essential 
food factor for many years. Under the names vitamin B,, 
eluate factor, Lactobacillus casei factor, Streptococcus 
lactis R factor, and vitamin M, crude preparations of folic 
acid have been shown to have a haemopoietic function in 
a number of species. A deficiency profoundly depresses 
the formation of red and white cells and platelets. With 
the synthesis of folic acid in 1945 by Agnier and his team? 
the pure substance has become available in quantities 
adequate for clinical trials. The results of many of these 
have been published, and it is now possible to review the 
therapeutic uses and limitations of folic acid and to specu- 
late on its mode of action. Sufficient evidence has accumu- 
lated to prove that synthetic folic acid produces a haemo- 
poietic response similar to that resulting from adequate 
liver therapy in many types of megaloblastic anaemia, 
including Addisonian pernicious anaemia, and the anaemias 
associated with sprue, pellagra, pregnancy, infancy, and 
malnutrition. It is ineffective, however, in the treatment of 
anaemias due to iron deficiency, the leukaemias, and the 
anaemias associated with hypoplasia or aplasia of the bone 
marrow. It appears to be effective only in cases of anaemia 
with a megaloblastic bone marrow. Leucopenia and 
thrombocytopenia have been produced in animals fed on 
purified diets deficient in folic acid, but it has proved 
successful in treating patients suffering from these condi- 
tions only when they have formed part of a syndrome 
resulting from a nutritional deficiency. Although it is the 
opinion of most workers that folic acid is ineffective in the 
treatment of aplastic anaemia, Gendel*® states that he has 
produced improvement in three patients with massive doses 
of 150 to 400 mg. of folic acid daily (normal dose 5 mg. 
to 10 mg. daily). It may well be that the improvement 
observed was a coincidental spontaneous remission, but as 
a progressive marrow hypoplasia and aplasia can be pro- 
duced in rats by feeding diets deficient in folic acid‘ 
Gendel’s massive dose therapy might repay further 
investigation. 

The evidence for the value of folic acid in relieving the 
anaemia of sprue is conflicting. Spies and his colleagues® 
have reported not only a striking haematological response, 
but also the disappearance of the oral and gastro-intestinal 
symptoms and a gain in weight in cases of tropical sprue 
in Cuba. A remarkable improvement in. the radiological 
appearances of the gastro-intestinal tract was also described, 

1 Sth. med. J., 1945, 38, 707. 

8 Science, 1945, 102, 227 

8 J. Lub. clin. Med., 1947, 32, 139. 

4 Arch. Path., 1945, 40, 364 


&J. Amer. med. Ass., 1946. 132, 906; Amer. J. Roentgen., 1946, 66, 337; 
J. Lab. clin. Med., 1946, 31, 227. 





_blood changes. This dramatic change, which may ocoy 


including the disappearance of mucosal oedema and j be 
tinal segmentation, spasm, dilatation, and hypomotij 

Davidson and his co-workers® in Edinburgh have confirmed 
the dramatic control of the diarrhoea and the rapid Clinica 
improvement in cases of tropical sprue and idiopathic 
steatorrhoea, but they consider the haematological response 
very disappointing. They emphasize a clinical finding that 
has not been reported before—namely, a considerable 
improvement in intestinal function on the fifth day of 
treatment with folic acid, before the appearance of any 


in patients who show no haematological response to cop. 
tinued folic acid therapy, suggests that folic acid may hay 
two. distinct actions—the continuation of normoblastic 
blood formation, and the control of normal functionj 

of the alimentary system. Davidson observed no beneficial 
effects from giving folic acid to patients with coeliac disease 
or idiopathic ulcerative colitis. It is possible, as he points 
out, that the excellent haematological response seen by 
Spies in his sprue patients treated with folic acid may haye 
been due to the fact that they had subsisted on deficien 
diets for long periods, and that many of them had infeg. 
tions and infestations of the gastro-intestinal tract. They 
were therefore probably suffering from both a direct and 
a conditioned nutritional deficiency, whereas in the Edip. 
burgh series the deficiency was conditioned by a failure in 
absorption or utilization. Davidson is inclined to believe 
that the Cuban cases were mainly patients with primary 
nutritional macrocytic anaemia suffering from gastro. 





intestinal symptoms. This would certainly explain the 
difference in the response of the two series. 

One thing is certain. Folic acid is not identical, either 
chemically or therapeutically, with the anti-pernicious 
anaemia principle of liver. Efforts to demonstrate signifi 
cant amounts of folic acid in liver fractions have failed, 
and attempts to liberate free folic acid from ground muscle 
treated with gastric juice, according to the technique of 
Castle, have also been unsuccessful.’* It has been est 
mated that an effective dose of liver contains less than 
1 mg. of folic acid, a quantity which is unlikely to produce 
a haemopoietic response itself. The active principle of 
liver is evidently not folic acid but a totally different com 
pound, which, if ever isolated, will probably be many times 
more potent than folic acid. Clinically there are impor 
tant differences between liver extracts or proteolysed liver 
and folic acid. Certain anaemias of indefinite origit 
respond to liver extracts but not to folic acid, which 
appears to be effective only in cases with a megaloblastic 
bone marrow; some cases of megaloblastic anaemia are 
refractory to potent purified liver extracts but respond to 
folic acid; and, what is very important clinically, the 
neurological sequels of pernicious anaemia can be both 
controlled and prevented by liver extracts but not by foli¢ 
acid. Spies and Stone® have recently shown that folic acid 
has no effect on the subacute combined degeneration of 
the spinal cord associated with this disease. Not only did 
folic acid fail to relieve the symptoms in their patients bu 
the neurological lesions progressed while folic acid was 








6 Lancet, 1947, 1, 511. j 
7 Amer. J. med. Sci., 1945, 209, 520; Proc. Soc. exp. Biol., N.¥., 1946, 62, 112 
8 Proc. Soc. exp. Biol., N.Y., 1946, 63, 558. 

9 Lancet, 1947, 1, 174. 
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being administered. This report has now been confirmed 
by Davidson and Girdwood in a contribution in this issue 
of the Journal and by several American workers.'° It 
would appear that in liver there is an unknown factor or 
factors other than folic acid essential for maintaining the 





‘integrity of the nervous system in patients with pernicious 


anaemia. This failure to control the neurological compli- 
cations of pernicious anaemia constitutes a serious limita- 
tion to the use of folic acid in the treatment of this disease. 
It can be recommended only as a temporary measure in 
the initial stages of treatment and in patients sensitive to 
liver undergoing desensitization ; parenteral liver therapy 
must still remain the treatment of choice. Since neuro- 
logical changes rarely develop in nutritional megaloblastic 
anaemia, pernicious anaemia of pregnancy, refractory 
megaloblastic anaemia, and the sprue syndrome, folic acid 
can be safely administered both for the initial and main- 
tenance therapy of thesé conditions in doses of 5 mg. to 
10 mg. daily. Treatment of any megaloblastic anaemia 
with doses of more than 10 mg. daily is wasteful and un- 
necessary. At present prices folic acid is so much more 
expensive than liver extracts that it is not likely to replace 
liver therapy in treatment. According to Spies!! a further 
drawback to the use of folic acid is that for constancy and 
speed of haemopoiesis it is inferior to a potent liver extract. 

How does folic acid function in cases of megaloblastic 
anaemia? It is not the maturation factor for primitive 
red cells itself, because if it is incubated, either alone or 
in the form of its conjugate, with centrifuged marrow cells 
it fails to bring about maturation of red cells from their 
primitive precursors to the mature reticulocyte stage. In 
similar circumstances liver extract does.* Folic acid is 
widely distributed in foodstuffs, and the possibility of a 
deficiency in the diet is extremely unlikely in this country, 
although it may occur in the patient suffering from mal- 
nutrition. Folic acid does not occur free in foods but as 
a conjugate with hexaglutamic acid, known as pteroylhexa- 
glutamylglutamic acid, which is normally broken down in 
the body. There is now sufficient evidence to show that 
free folic acid is an essential’ factor for the continuation 
of normoblastic blood formation and that a deficiency 
causes a reversal to the megaloblastic condition. A defi- 
ciency of free folic acid may result from a diminished 
intake of the conjugate, as in nutritional macrocytic 
anaemia ; failure to absorb the conjugate, as in the sprue 
syndrome ; or failure to break down or utilize the conjugate, 
as May occur in pernicious anaemia. Welch’? and Bethell’* 
have shown that folic acid conjugate will not produce a 
haemopoietic response in patients with pernicious anaemia 
who respond to free folic acid alone or to a hydrolysed 
conjugate. Such patients also fail to excrete significant 
amounts of folic acid in their urine after treatment with 
the conjugate, although they do so after the administration 
of free folic acid. It would thus seem that pernicious 
anaemia patients either do not absorb folic acid conjugate 
from their food or else they do not utilize it. When a 
potent liver extract is given parenterally to a pernicious 
anaemia patient there is a haemopoietic response and a 





10 Heinle, R. W., and Welch, A, D., J. Amer. med. Ass., 1947, 133, 739; 
Vilter, C. F., et al., "J. Lab. clin. Med., 1947, $2 262; Blood, 1947, 2, 50. 

11 Amer. J. med. Sci., 1947, | 135. 

18 J, biol. Chem., 1946, 164, 7 

18 J. Lab. clin. Med., 1947, 92 3; 23. 


marked excretion of free folic acid: . Evidently liver 
extracts contain a factor liberating free folic acid from its 
conjugate. 

Pursuing this theme, Davidson and Girdwood assume 
that this liberating factor, a product derived from the inter- 
action of Castle’s intrinsic and extrinsic factors in the ali- 
mentary tract, is absorbed from ‘the intestine and stored 
in the liver of normal subjects, but not in the liver of perni- 
cious anaemia patients. The cause of pernicious anaemia 
is not primarily due to a defect in the bone marrow but to 
the inability of the patient to convert conjugated folic acid 
to the free form through lack of the liberating factor. 
Hence the administration of either free folic acid, or liver 
centaining the liberating factor, ultimately provides the 
bone marrow with the folic acid necessary for normoblastic 
blood formation. In nutritional macrocytic anaemia, the 
sprue syndrome, pernicious anaemia of pregnancy, and 
idiopathic refractory megaloblastic anaemia, megaloblastic 
blood formation is not the result of defective production 
of the liberating factor postulated by Davidson and Gird- 
wood but of a deficiency of folic acid conjugate resulting 
from insufficient intake or failure of absorption. In such 
cases it is understandable why therapy with purified liver 
extracts may fail and yet succeed with folic acid. This 
very plausible explanation of the mode of action of folic 
acid will need some modification in the light of the recent 
observation that it may be synthesized by the organisms in 
the human gut, since the combined faecal and urinary 
excretion is greater than the intake in the diet.** 








ARTIFICIAL INSEMINATION 


In all discussions of human artificial insemination a sharp 
line is necessarily drawn between insemination with the 
husband’s semen and with that of some other man. The 
conference!* sponsored by the Public Morality Council in 
1946 produced varying views on the moral, social, and 
other implications of artificial insemination by the husband 
(A.LH.), but all the lawyers who have dealt publicly with 
the subject agree that A.I.H. raises no special legal ques- 
tions. These only start to arise in relation to artificial 
insemination by a donor (A.LD.). They are the more 
numerous and troublesome for the almost complete lack 
of authority, either in statute or in decision. The applica- 
tion of existing principles, however, does enable some 
answers to be given with reasonable confidence. There 
seems to be general agreement that a child produced by 
A.LD. is illegitimate. For the truth of this statement 
lawyers cite Lord Dunedin’s words in Russell v. Russell’* : 
“ The appellant conceived and had a child without penetra- 
tion having ever been effected by man ; she was fecundated 
ab extra... . The jury came to the conclusion that she 
had been fecundated ab extra by another man, unknown, 
and fecundation ab extra is, I doubt not, adultery.” A 
Canadian court trying an A.I.D. case” held that the intro- 
duction into a wife’s body by unusual means of the seed 
14 Denko, C. W., ef al., Arch. Biochem., 1946, 10, 33. 


18 Artificial Human Insemination. Report of a ‘conference held in London under 
the oe < of the Public Morality Council. 1947. London: Heinemann. 





Pp. 81. 3s. 
16 1924 A.C. S697, re os 
17 Orford v. Orford, 58 DLR. 251. 
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of a man other than her husband is adultery. Mr. H. U. 
Willink (recently Minister of Health), commenting on this 
decision,**® has observed that the adulterous character of 
an act cannot be removed by the consent of the other 
spouse ; its consequences may be affected by connivance 
or condonation, but it remains an act of adultery. Simi- 
larly a donor commifs adultery if his semen is used 
for A.D. 

Though aiding and abetting adultery is neither a criminal 
offence nor an actionable wrong, and though it would 
strain legal imagination too far to suggest that a medical 
practitioner who practises A.I.D. is himself guilty of 
adultery, yet clearly he stands on insecure ground and 
close to a number of dangerous pitfalls. The first of these 
is the law governing the registration of births. The mother 
and her husband are in a dilemma. If he is registered as 
the father of the child they infringe the Perjury Act, 1911, 
and become liable to a fine of £50 on summary conviction 
or seven years’ penal servitude if convicted on indictment. 
Mr. Willink therefore takes a grave view of the practice 
which some medical authorities adopt!*® of informing the 
couple that the child will be legitimate if the husband is 
registered as the father, and of demanding such registra- 
tion although it constitutes an offence. Apart from the 
weighty arguments in favour of children being in a posi- 
tion to know their. parentage, he would have expected a 
less cavalier attitude towards the formidable Perjury Act, 
which is infringed by the practitioner giving such advice 
as well as by the parent. If, on the other hand, the father’s 
name is not stated the child’s illegitimacy is patent to every- 
one who sees the certificate. This is a heavy price to pay 
for a badly wanted child, not to mention the price paid 
by the child later. : 

If there is a will or settlement creating an interest in 
property in favour of the “heirs of the body” of the 
couple, or if a legitimate child of theirs would inherit a 

title, they may be faced with the alternative of disclosing 
the child’s illegitimacy or of committing a fraud upon the 
person who would benefit in the absence of legitimate off- 
spring. In the latter event the medical practitioner who 
had brought about the conception might find himself 
involved in the subsequent proceedings. Dr. Robert 
Forbes,”° reviewing the subject before the Medico-Legal 
Society in May, 1944, displayed the forms of consent drawn 
up by Messrs. Hempsons, the solicitors to the Medical 
Defence Union, and approved by the Council of the Union. 
These forms contain an assurance that the birth of the 
child will not defeat the claims of any person to any titles, 
estates, interest, or fund. Mr. J. P. Ashworth, judging from 
his address to the Public Morality Council’s conference, 
would place little reliance on such a document. He states 
definitely that an assurance that no third party’s interests 
will be overridden is not worth the paper it is written upon, 
for the husband and wife do not know the intentions of all 
the third parties, who may be unknown to them at the time, 
or the terms of the wills of various relatives. If the form 
is intended to convey an undertaking to see that the birth 
of the child will not defeat the claims of third parties it 
should express that meaning. 

18 Practitioner, 1947, 168, 349. 


349. : 
19 Barton, Walker, and Wiesner, British Medical Journal, 1945, 1, 40. 
20 Med.-leg. criminol. Rev., 1944, 12, 138. 





a 
Mr. Willink makes the further point that concealment of 


illegitimacy operates as a fraud on the revenue; a higher 
duty is payable on the succession of an illegitimate than of 
a legitimate child. Moreover, the concealment of the truth 
from the child itself may make fraud against other Persons 
almost inevitable, not only when property interests are con. 
cerned but whenever gifts or services are offered, as 
the husband’s parents on the implicit basis that the child 
is their son’s. Even the consent of the husband and Wife 
cannot be taken as absolutely proved by such a form as 
that of the Medical Defence Union. Experience in th. 
United States suggests that the large majority of cases o 
A.I.D. raise no controversy, but a certain number go 

and then either the husband or the wife may deny having 
given a real consent. If this happens the practitioner may 
find that the signed document expressing consent, which he 
obtained before carrying out the insemination, is not 9 
efficient a protection as he imagined. As Mr. Ashworth 
pointed out, if the degree of consent is brought into iggy 
the doctor might find himself charged with rape or with 
serious assault. The introduction of a nurse as a witnes 
to the consent of the parties, and as a signatory to the doc. 
ment embodying it, might help the doctor in legal proceed. 
ings but might not be very effective in forestalling them, 
Another serious result, sociological as well as legal, of tig 
practice of A.I.D. on a large scale might be that since, 
single donor may father a large number of children the 
chance of their mating together incestuously would becom 
appreciable. These legal problems, and many others whic 
have been suggested from time to time, show the need for 
legislation to govern a practice which, whatever the objec 
tions to it, seems bound to become socially important. The 
medical practitioner desires to help his patients in e 
possible way, and evidence is not lacking that in a number 
of cases he can give substantial help by artificial insemi 
tion. It is neither just nor desirable that he should do 
at such risk as the recent discussions have disclosed. 
has a right to statutory guidance and protection. 


























RESHAPING THE CURRICULUM 


During the past two years the General Medical Council i 
private sessions has been preparing new recommendation 
for the medical curriculum ; these have now been publishe 
and are summarized on another page. It is important it 
this connexion to bear in mind the relation of the Cour 
cil to licensing bodies and medical schools. The Couneil 
makes recommendations only ; it does not prescribe a cum 
culum to be imposed on students. Indeed, there is no sud 
thing in this country as a medical curriculum in the sens 
of one uniform course of study which all students musi 
undergo and one examination portal through which th 
must all pass. Qualifications are granted in the Unite 
Kingdom and Eire by eighteen universities, two medic 
corporations acting severally, and three examining boar 
on behalf of seven other corporations. Any recommend 
tions of the Council are directed only to maintaining ¢& 
tain minimum standards below which any curriculum mt 
not be allowed to fall. The Medical Acts of 1858 and 18 
so far as they indicate standards to be attained by s 
and examination, furnish only general and abstract dire 
tions, and the Council has held it to be its duty to transl 
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these abstract references into concrete terms. That is all 
that the recommendations imply. 

In framing the new recommendations, which replace 
those of ten years ago, the Council has taken note at every 
point of the proposals of the Goodenough Committee, and 
has incorporated some of these proposals, notably one for 
a three months’ transitional course between the pre-clinical 
and clinical periods the better to enable the student to carry 
into the clinical work awaiting him the methods of scientific 
thought and criticism which he has so far acquired. The 
Goodenough Committee was anxious to shorten the curri- 
culum to 44 years, but the Council, after careful delibera- 
tion, holds that five academic years is the minimum period 
for the acquirement of the necessary knowledge and skill. 

The recommendations concerning the main subjects are 
not greatly altered. The number of cases of labour to 
be attended by the student in midwifery is reduced from 
twenty to twelve, but it is laid down that the student must 
attend during the whole course of labour and not merely 
at the end of the second stage, and that each delivery must 
count only to one or at most two students—in other words, 
that not more than two persons, either two medical students 
or one student and one pupil midwife, should receive credit 
for attendance on any case of labour. The principal changes 
are in the new subjects, or subjects whose boundaries are 
being swiftly extended—paediatrics, psychiatry, social medi- 
cine. The Council recommends that paediatrics be recog- 
nized as a major subject, and it is specified for the first 
time under a separate main heading. Similar headings are 
given to psychiatry and to after-care and rehabilitation. 
The Council also draws the attention of the schools to the 
consideration that more thorough investigation of so-called 
chronic sickness would restore many patients to a happier 
and useful life and reduce the bedridden institutional popu- 
lation. “Social Medicine and Public Health” is given a 
separate heading. Social medicine is ill-defined ; the Good- 
enough Committee held it to include disease prevention, 
promotion of health, the effect on health of social environ- 
ment and heredity, and the communal aspects of health and 
sickness. It is a subject on which for a long time to come 
there will be wide differences in the teaching—its boundaries 
and emphasis—given in the different schools ;and the Coun- 
cil holds, with the Goodenough Committee, that an ample 
measure of discretion should be left to the schools to deter- 
mine for themselves how far the instruction of students in 
the subject should be carried. The recommendations as 
to professional examinations differ in some details from 
those hitherto obtaining, but here again most of the modi- 
fications appear to be designed to leave a larger discretion 
with the examining bodies. The Council, by some regarded 
as a rigid and pedantic body, believes in preserving elas- 
ticity in medical education, encouraging emulation between 
the teaching institutions, and maintaining the individuality 
of the universities and corporations. The new recommen- 
dations leave to them an increased degree of initiative as 
compared with the old. 





POTASSIUM THIOCYANATE FOR 
HYPERTENSION 


The treatment of essential hypertension remains unsatis- 
factory. As Dr. Evan Bedford observed in a discussion at 
the Royal Society of Medicine (reported elsewhere), the 
most important cause of death in hypertension is heart 
failure. Spontaneous cure occurred in 5.4% of Bechgaard’s 
series of 1,000 cases followed up for ten years.! Mild and 
moderate cases usually show a gradual but significant fall 
in basal blood-pressure when confined to bed for one to 


1 Acta med. scand., 1946, Supp. 172. 





six weeks, but soon regain their original pressures when 
they return to work. If such patients can obtain more 
rest and relaxation their symptoms may disappear and their 
blood pressures may remain at lower levels, especially with 
the aid of sedatives and a light diet. The results of care- 
fully controlled treatment along these simple lines should 
form a basis for assessing the value of more active therapy ; 
unfortunately such results are rarely published. Of the 
more active methods recent interest has centred round the 
Smithwick operation ; but thiocyanate still has its advo- 
cates, and the case for its use is presented in this week’s 
Journal by Watkinson and Evans. 

It should be remembered that Pauli,? who is usually 
credited with the introduction of thiocyanate as a hypo- 
tensive agent, first used the drug in the hope that it would 
prove better than bromide in relieving the symptoms of 
neurosis and reported singular success in this respect. The 
effect of sedation on labile hypertension is well known, and 
if thiocyanate merely acts as‘a sedative it would be better 
replaced by a less toxic substance. It would be helpful if 
further reports dealt more with its mode of action than 
with the clinical results of its empirical use, with its toxicity, 
or with its effective blood level, all of which have become 
sufficiently well known and may be summarized as fol- 
lows. Clinical benefit and a significant fall in blood pres- 
sure may be expected in about 60% of cases of persistent 
hypertension, according to Watkinson and Evans, especially 
in the younger labile group,® and rarely in malignant or 
chronic nephritic hypertension. 

The potassium salt is usually given by mouth in pepper- 
mint water in initial doses of 0.1-0.2 g. (14-3 gr.) three or 
four times daily after meals until a serum level of 5-8 mg. 
per 100 ml. is reached. If this proves ineffective the higher 
dosage is continued until the serum level is 8-12 mg. per 
100 ml. The maintenance dose is commonly 0.1 g. three 
times daily. Control of dosage by means of weekly blood- 
level estimations was introduced by Barker,* who regarded 
anything above 20 mg. per 100 ml. as dangerous, and any- 
thing below 15 mg. as safe. The normal thiocyanate blood 
level in untreated subjects with or without hypertension is 
0.3 mg. per 100 ml.5 Later work indicates that serious 
toxic symptoms may begin at concentrations less than 
15 mg. per 100 ml., and that it is best not to exceed the 
lowest effective blood level.® 

Toxic symptoms include weakness, anorexia, indigestion, 
nausea and vomiting, limb pains, impotence, dermatitis, 
purpura, goitre, thrombophlebitis, mental lethargy, and 
confusion. In fatal cases dysarthria, verbal aphasia, clonic 
convulsions, delirium, hallucinations, and mania have 
usually preceded death, which has occurred within three 
to nineteen days. The question of chronic poisoning after 
five to ten years’ continuous therapy was raised by Wald, 
Lindberg, and Barker,’ who observed progressive anaemia 
and emaciation in some cases. 

It is usually stated that the drug is unsafe in patients over 
60, in subjects with hypertensive encephalopathy or pre- 
vious stroke, and in those with impaired renal function ; 
but Watkinson and Evans observed no ill effect in 15 
patients over 60 years of age, or in 16 cases of malignant or 
chronic nephritic hypertension. These authors recommend 
potassium thiocyanate for hypertensive subjects with head- 
aches and giddiness, for those with diastolic blood pressures 
persistently over 130 mm. Hg, and as an adjunct to the 
Smithwick operation. They found it of no value gor the 
relief of angina pectoris or intermittent claudication, or for 
the treatment of hypertensive heart failure. 


2 Miiich. med. Wschr., 1903, 50, 153. 

3 Med. Clin. N. Amer., 1946, 30, 869. 

4 J. Amer. med. Ass., 1936, 106, 762. 

5 Amer. J. med. Sci., 1946, 211, 74. 

6 del Solar, A., et al., Arch. intern. Med., 1945, 75, 241. 

7 Wald, M. H., et al., J. Amer. med. Ass., 1939, 112, 1120. 
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REVISION OF MEDICAL CURRICULUM 
NEW RECOMMENDATIONS BY G.M.C.: SOME 
“ GOODENOUGH ” PROPOSALS EMBODIED 


The General Medical Council has adopted a new series of 
recommendations for the curriculum, replacing those of 1936-7. 
The new recommendations are published’ with a lengthy intro- 
duction setting out their bearing upon the criticisms of the 
curriculum made in 1944 by the Inter-Departmental Com- 
mittee on Medical Schools (the Goodenough Committee). 
The Council would in any event have undertaken a revision 
after the end of the war, but the task was accelerated by 
the Goodenough report, which urged a drastic overhaul. In 
September, 1944, the then Minister of Health asked the Council 
whether early action could be taken, and in November of that 
year the Council set up special committees for the purpose. 
These have been in close communication with the licensing bodies 
and medical schools, and a delegation, including the President 
of the Council, has visited Canada and the United States, where 
much useful information has been obtained. Drafts of the 
new proposals were circulated to the interested bodies last 
year, and the recommendations were adopted at a recent special 
meeting of the Council, little more than two years after the 
work was begun. 

The first task was to decide to what extent the severe criti- 
cisms by the Goodenough Committee were valid and ought to 
have effect in the new recommendations. The Council repeats 
several times in this report that it has no power under existing 
law to visit the medical schools, and therefore is not in a 
position to confirm or to confute from its own observations the 
conclusions of the Goodenough Committee on this or that 
point, but certain of the Goodenough proposals have been 
accepted and reasons are given for the non-acceptance of others. 


Length of the Curriculum 

The Goodenough Committee expressed a concern, which the 
Council shares, about thé overloading of the curriculum, but 
the extent to which the matter can be remedied is subject to the 
limitation of the Council’s powers under the Medical Acts. 
The most it can do to lighten the load is to ensure that nothing 
in its recommendations encourages the retention of what is 
unnecessary or premature for the instruction of the student. 
It believes that in these new recommendations only those sub- 
jects are included which it is essential for the safety of the 
public that the student shall learn. 

Notwithstanding this, the Council cannot agree with the 
Goodenough Committee that the total normal length of the 
course of training leading to the final examination should not 
exceed 44 years. The disadvantages of a long curriculum are 
fully recognized, but in the Council’s view the requisite know- 
ledge and skill cannot be acquired in less than five academic 
years, made up of a period of pre-clinical studies of not less 
than five academic terms, an introductory or transitional clinical 
course lasting three months, and a period of clinical studies 
covering at least 33 months.’ 

No substantial alteration is made in the recommendations 
for general and pre-medical education adopted in 1937. 

Every student should pass (1) a recognized primary examination 
in general education, and (2) an examination or examinations in 
physics, chemistry, and biology (both theoretical and practical in 
all three subjects). Shige 
The Goodenough Committee recommended that the teach- 

ing of these sciences should form part of the pre-clinical period, 
but the Council has to take a more narrow view, and all it 
can properly attempt is not to include anything which would 
impede a broad general education and to ensure as far as 
possible a balance between general and scientific subjects. 


Introduction to Clinical Study 
During the five academic terms of the pre-clinical period: 


In@truction should be given in human anatomy and physiology, 
including (1) dissection of the whole body; (2) anatomy of the 
living body, including radiological examination; (3) principles of 
physiology ; (4) use of instruments employed in diagnosis; (5) his- 
tology: (6). (7). (8) elements of human embryology, of genetics, 


2s. 6d. 
Committee, recommended a period of 30 
weeks’ holiday. 





*I ondon: Constable. 
*The Goodenou 
months, including 


and of psychology. Every effort should be made to secure clog. 
correlation between anatomy and physiology, and to stress the 
importance of these subjects in their clinical application. . 


Certain aspects of social medicine and public health, in the’ 
Goodenough Committee's opinion, might be taught during the 
pre-clinical period, but the Council prefers these subjects, jn 
broad general terms, to be included in the clinical period. The 
Council adopts the Goodenough recommendation for a three 
months’ transitional period to enable the student to appreciate 
the relation between his pre-clinical and clinical studies. 

During this period a course of instruction in methods of clinica} 
examination should be given. Instruction in the elements of 
pathology and bacteriology and of pharmacology may also be 
given during this period or during the pre-clinical period or partly 
during the former and partly during the latter. \ 


Instruction in Medicine and Surgery 

Coming to the period of clinical studies, the recommenda- 
tions set out that the course in medicine and the course jn 
surgery should include systematic instruction in the principles 
and practice of each, and a medical and a surgical appointment 
in the hospital wards and in an out-patient department, each 
appointment for six months, including not less than one 
month’s residence. In medicine instruction is to be given in 
the following subjects: 

Acute infectious diseases; tuberculosis; diseases of the skin; 
venereal diseases; radiology in its application to medicine; 
dietetics ; nursing; physiotherapy. In surgery: diseases of the ear, 
nose, and throat, and of the eye; orthopaedics; dental diseases; 
radiology in its application to surgery, and a course of theoretical 
and practical instruction in the administration of anaesthetics. 
It was contemplated by the Goodenough Committee that 

the student in medicine should spend about four months in 
hospital appointments after the introductory clinical course and 
a further month in the first half of the final year as senior clerk. 
The Council, however, thinks it undésirable that any reduction 
should be made in the six months’ period as specified in its 
former recommendations, but it is clear that the student may 
during this period also hold an appointment in a medical out- 
patient or equivalent department. The Council agrees with the 
Goodenough Committee that it would not be desirable, even if 
practicable, to include teaching expressly intended to equip the 
student to undertake major operative surgery, but it is regarded 
as a not remote possibility that the student, as soon as he is 
entitled to practise, may be called upon to undertake minor 
operative surgery, and therefore instruction in that subject can- 
not be safely omitted. “ Practical instruction in minor opera- 
tive surgery on the living ” is therefore to be part of the instruc- 
tion in surgery. The Council suggests that students should not 
spend more time in the operating theatre than is required to 
ensure familiarity with common surgical conditions, their 
recognition, and treatment. 


Student's Attendance at Labour 

The Council cannot accept the assumption of the Goodenough 
Committee that the unrestricted title to practise midwifery con- 
ferred on all registered medical practitioners should now be 
restricted, if not in law, at least in fact; but the Goodenough 
Committee also held that such a course as is outlined in the 
Council's recommendations is necessary even though future 
general practitioners may refrain from dealing with abnormal 
conditions unless they have had adequate postgraduate training. 
The recommendations (summarized) are that the instruction 
should include: 

Systematic instruction in principles and practice of midwifery 
and gynaecology, including anatomy, physiology, and pathology of 
pregnancy and labour, and clinical instruction in midwifery, infant 
hygiene, and gynaecology, with attendance on the practice of a 
maternity hospital or maternity wards and on in-patient and out- 
patient gynaecological practice over a period of six months. 


This period is to be later than the medical and surgical 
appointments, and earlier, if possible, than a clinical clerk- 
ship in paediatrics. 

Throughout the six months the student should receive instruction 
in antenatal and post-natal care, management of the puerperium, 
and care of the newborn infant. At least two-thirds of the hours 
of clinical instruction should be devoted to instruction in midwifery 
and infant hygiene. Not less than two months should be spent by 
the student in residence, during which he should attend not lest 
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than 12 cases of labour under proper supervision, the first five at 
least in lying-in hospitals or wards. At his qualifying examination 
he must produce a certificate showing that he has attended such 
cases of labour, that he has written an adequate history of them, 
that in each case he has been in personal aitendance on the patient 
during the whole course of labour, and that he is not credited with 
any case which appears on the certificate of more than one other 
medical student or on that of more than one pupil midwife. 


In its recommendations issued ten years ago the Council 
specified 20 as the number of cases of labour a student must 
attend. It is agreed that this number is not seldom unattain- 
able, especially in metropolitan schools, and it has been 
reduced to 12. 

“The Council is satisfied that if strict compliance is required 
with the provisions of the new recommendations as to the super- 
vision of students during their attendance on cases, the restriction 
in the sharing of cases, and the amount of attendance on each 
case "—[‘‘ the whole course of labour,”’ and not merely the end 
of the second stage]—‘* any disadvantage which may be entailed 
by the reduction of the minimum number of cases to be attended 
will be amply compensated.” 


New Major Subjects 


Three subjects—namely, paediatrics or child health, 
psychiatry, and social medicine—received special promi- 
nence in the Goodenough report “because of the develop- 
ments that are necessary in the training provided in these 
subjects.” That report expressed the view that generally in 
the medical schools “the teaching about children has been 
inadequate and only faint interest has been taken in the sub- 
ject.” Here again the Council maintains its non-committal 
attitude; it is “not in a position to confirm or to confute 
general statements,” but it agrees as to the importance of 
paediatrics in the curriculum, and that it should be recognized 
as a major subject. 

Instruction in paediatrics should include (1) systematic instruc- 
tion in principles and practice; (2) a three months’ clinical clerk- 
ship, including one month’s residence; (3) instruction in the care 
of the newborn infant and in the diseases of the neonatal period, 
given during the course in midwifery; (4) attendance at not less 
than six sessions in a child welfare centre, and (5) attendance at 
school medical and child guidance clinics. 


For the first time the subject of psychiatry also is specified 
under a separate main heading. Here again the Council agrees 
with the Goodenough Committee alike as to the importance of 
the subject, the desirability that instruction be concentrated on 
potential rather than on established disorders of the mind, and 
the need for co-operation between teachers of psychiatry and 
teachers of other clinical subjects. 

Instruction should be carried out mainly in a psychiatric out- 
patient department, but clinical demonstrations should also be 
given at a mental hospital and at a mental deficiency institution. 
A course of systematic lectures should be given and the attention of 
the student continuously directed to the relationship between 
physical and psychological aspects of disease. 

Another subject specified under a separate main heading is 
“Methods of After-care and Rehabilitation,” and, without 
making a separate heading, attention is drawn to the impor- 
tance of chronic sickness. Social medicine is also a new major 
subject, but the Council agrees with the Goodenough Com- 
mittee that the scope of instruction should be free from any 
attempt at rigid definition and susceptible of modification in 
the light of experience. 

Instruction should be given in the principles of preventive medi- 
cine, including epidemiology; the influence of heredity and 
environment, including occupation, on health and disease; the 
principles of health education, and the functions of central and 
local authorities and voluntary organizations. ' 

There will be room for differences between the various bodies 
on such questions as whether, if instruction be given in sex 
hygiene, it is best given by an experienced general practitioner. 

The recommendations concerning instruction in pathology 
and bacteriology and pharmacology and therapeutics appear to 
remain as they were. In forensic medicine the recommenda- 
tions are unaltered save for one omission. In its former recom- 
mendations the Council suggested that instruction in the legal 
and ethical obligations of practitioners should be given by some 
person having practical knowledge of the subject (that is to 
say, normally an experienced general practitioner), but it is 


anxious not to dictate to licensing bodies and schools, and it is 
confident that ample experience is now available to assist them 
to select suitable instructors. , 


Professional Examinations 


The recommendations for professional examinations have 
also been rearranged, but altered only in relatively minor 
detail. “The examination in each subject should include 
written and oral tests, and in the case of clinical subjects 
a clinical test’ is a clearer and more comprehensive statement 
of what was indicated in the earlier recommendations. The 
requirement that in all written examinations an average of at 
least half an hour should be allowed for a candidate to answer 
each question has been dropped; here as in several other 
matters discretion is left to the examining bodies. A recom- 
mendation that at least two examiners should participate ‘in 
the adjudication of all written papers is substituted for the 
existing one that the marks should be a joint adjudication. 
Hitherto, in theory, the answers of all candidates have been 
read by two examiners, but in practice, except in the case of 
candidates on the borderline, they have often been read by 
only one. A comment of the Council’s Inspector in Medicine 
that the requirement that two examiners shall participate is not 
uniformly interpreted in the oral and clinical examinations has 
led to a new recommendation—that “at least two examiners 
should be present at the examination of each candidate and 
the marks should be a joint adjudication.” It is added that 
examinations in all clinical subjects should include adequate 
practical tests; this follows a report by one of the inspectors 
that practical tests, for example urine analysis, are frequently 
not included. A former provision that candidates who obtain 
less than 30% of the marks in any subject should be remitted 
for a longer period than three months has been dropped ; here 
again discretion has been left to the examining bodies. [he 
recommendation concerning the scope of examination has been 
expanded : 

“* Candidates should be required to pass examinations in the 
following subjects: (1) Medicine, surgery, and midwifery and 
gynaecology, including the subdivisions of these subjects specified 
in the foregoing recommendations as to professidnal education. 
(2) Paediatrics (including infant hygiene and child welfare), psychia- 
try, and therapeutics. The examinations in these subjects may be 
separate examinations, or may form part of the examinations in 
‘medicine, surgery, and midwifery and gynaecology. (3) Social 
medicine and public health, forensic medicine, pathology and 
bacteriology, pharmacology.” 

This is intended to give effect to the view of the Council 
that in the final or qualifying examination in medicine, surgery, 
and midwifery and gynaecology candidates should be examined 
both in these main subjects and in their subdivisions, and 
discretion is left with the licensing bodies and exfmining boards 
to examine in paediatrics, psychiatry, and therapeutics either 
in the final and qualifying examination or in previous separate 
examinations. The Council’s Inspector in Medicine has been 
impressed most favourably by the ifitroduction of a separate 
examination in psychological medicine and psychiatry in 
certain centres, and the Inspector in Midwifery welcomes the 
recent introduction of separate examinations in paediatrics. 

A further recommendation provides that no part of the final 
or qualifying examination, not only in medicine and surgery 
but in midwifery and gynaecology, shall be taken before the 
end. of 30 months of clinical study. The recommendation 
which this displaces contemplated that the clinical and practical 
examination in midwifery and gynaecology might be taken in 
advance of the rest of the final in midwifery and in advance of 
the final in medicine and surgery. It is thought that the new 
recommendation will enable licensing bodies to safeguard them- 
selves against premature attempts on the part of students to 
pass parts of the final, and will also safeguard the candidates 
against a degree of overloading of the final which, in the words 
of the Inspector in Medicine, “ renders some examinations a 
test of physical endurance rather than proficiency.” 

A recommendation which has hitherto obtained is that 
“whatever be the method of entry for the final examination, 
all candidates should be required to complete the three portions 
of the final examination within a period of 19 months.” After 
careful consideration the Council has come to the conclusion 
that this does not in fact secure to the public the safeguard 
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which it purports to offer, and that it is better to leave the 
examiners with discretion to reject candidates who appear not 
to attain the required standard of proficiency. The recom- 
mendation therefore has not been retained. The recommenda- 
tion that in the three primary subjects no candidate should 
be allowed to pass who fails to obtain 50% of the marks 
assigned to the clinical examination is repeated, but certain 
other minima suggested in that recommendation have been 
dropped. They are considered matters proper to be deter- 
mined by the examining bodies, and indeed the general effect 
of such alterations as have been made in the conduct of 
examinations is to leave these bodies with a larger discretion. 








Reports of Societies 








MANAGEMENT OF PATIENTS WITH ESSENTIAL 
HYPERTENSION 


In the Section of Medicine of the Royal Society of Medicine 
on April 22. Dr. Maurice DaviDson presiding, a discussion took 
place on the management of patients with essential hyper- 
tension. 

Dr. GEOFFREY EVANS, discussing aetiology, said that in some 
of these cases there was undoubtedly a constitutional disease, 
to which at least there was an inherited predisposition ; in 
others family influence and environment might determine the 
development of hypertension. Thus considerable understanding 
of a patient was necessary before giving him advice as to his 
manner of living, but at least it should be remembered that 
living was an art and nowadays something of a problem. In the 
emotional background of these people there was often fear and 
apprehension. thus it was helpful to cultivate a sanguine attitude 
of mind towards them. Exhaustion aggravated hypertension 
even if it did not cause it ; rest and relief from emotional tension 
were important. As for sedatives, he criticized the extrava- 
gance with which phenobarbitone and the barbiturates were 
prescribed. Exercise and a little alcohol might do good ; those 
with peripheral congestion might benefit from venesection, 
and those overweight by weight reduction. Those were the 
ordinary conservative measures of approach for patients with 
essential hypertension. 


Value of Potassium Thiocyanate 


Potassium thiocyanate, Dr. Geoffrey Evans continued, was of 
undoubted value in the relief of headache and giddiness, and in 
some patients it improved their feeling of well-being. In the 
minority there was a fall in blood pressure. He mentioned the 
case of a scientist, aged 42, who had hypertensive retinopathy 
and was given potassium thiocyanate. He had now been rela- 
tively well for five years except for a recurrence three years 
ago, when he gave up the treatment for a time and his head- 
aches immediately returned. He was now, with this treatment, 
able to do rather more than two-thirds of his day’s work. It 
was strange that after 11 years’ experience of potassium 
thiocyanate there should still be such difference of opinion as 
to its value. He believed the reason to be as follows. Hyper- 
tension was caused by generalized hypertonia in the systemic 
circulation. and many of its symptoms and complications were 
brought about by localized vascular spasm. If such spasm 
caused headaches and functional disturbance the patient might 
have these symptoms for years and apparently be no worse. 
But in some patients there followed a structural reaction to 
the functional change; this took the form of arteriosclerosis 
with irreversible changes, leading to thrombosis and other 
sequelae. As physicians they had to determine by investigation 
whether the arteriosclerotic disease was active or quiescent. 
Their patients would do well, not necessarily according to the 
way in which it was possible to control the symptoms—the 
headaches, giddiness, and so on—but according to the nature 
of the arteriosclerosis. In some the arteriosclerosis might be 
quiescent and perhaps disappear ; in others. once started, it was 
steadily progressive. Patients might respond. not only sympto- 
matically but in their blood pressures, to potassium thiocyanate, 
and show only moderate hypertension, and yet develop retinal 
thrombosis because the disease was not controlled. So far as 
he knew there was no method, other than the conservative 


measures he had detailed, of preventing the active Phase of 
arteriosclerotic disease developing. It was on this that the 
prognosis turned, and it could be evaluated only by watchip, 
a patient with arteriosclerotic disease treated on conservatiy 
lines over a period of ten or twenty years. 


Surgical Measures for Relief of Hypertension 


Mr. A. DICKSON WRIGHT said that hypertension was one of 
the most inexact and bewildering of diseases. One of its types 
was secondary to migraine. Sufferers from migraine were foy 
times as likely as the ordinary person to get hypertension 
Another group consisted of children with headaches apg 
dizziness which would be described as functional if they occurne 
in the adult. The method of dealing with hypertension by 
means of surgery lay in one of two directions. One method was 
to attack the adrenals, but no very large measure of success hag 
been achieved. The other method' was to attack through the 
sympathetic system. Mr. Dickson Wright showed by means 
of a film the procedure he favoured, which was Adson’s opera. 
tion of sympathectomy and partial adrenalectomy. Thi 
operation should not be undertaken if the patient was over % 
or had a high blood pressure which did not subside after reg 
in bed and sedation. Of bad significance were high diastolie 
pressure and high pulse pressure. The pale hypertensive had 
a much worse prognosis than the bucolic subject. Women dig 
better than men in every respect. But if a case was around the 
forties, and there were headaches and other symptoms of hyper. 
tension, one should not be too strict in looking for contra. 
indications. While his own predilection was for the Adsop 
operation, there were others which were employed by other 
surgeons, and at the Mayo Clinic he was informed that the 
results were considered to be slightly better with the Smithwick 
operation. While in his hands Adson’s operation had seemed 
to have a definite value, he never trusted himself to compile 
statistics of results. There was a certain percentage of failures, 
but no one was the worse for this operation and it had practi- 
cally no complications. 

Dr. C. WYNDHAM described some recent work carried out 
at the British Postgraduate Medical School on_ peripheral 
mechanisms which affect blood pressure. These mechanisms 
were skin tone, muscle tone, and splanchnic tone, which affected 
not only total peripheral resistance but also venous tone, and 
this in its turn affected the pressuré with which the blood re- 
turned to the right heart and thus affected the cardiac output 
He described in this relation the action of sympathectomy. 

Mr. H. J. B. ATKINS asked whether there might not be some 
danger in the sudden reduction of blood pressure after sym- 
pathectomy. One of Mr. Dickson Wright’s two fatalities in his 
large series of cases was due to cerebral thrombosis, and ina 
very small series of the speaker’s a patient had a retinal throm- 
bosis on the fourth day and went blind in one eye. If this com- 
plication of post-operative thrombosis was a serious danger 
he wondered whether it might not be wise to institute routine 
heparinization. 


A “Forty-hour Week” for the Heart 


Dr. EVAN BEDFORD said that by far the most important cause 
of death in hypertension was heart failure. Over 60% of patients 
with persistent hypertension had heart failure of one form of 
another, compared with less than 20% dying of cerebral 
vascular accidents. Therefore the management of the patient 
should be directed especially to the care of the heart. Probably 
half of all cases of organic heart disease seen in practice were 
due wholly or in part to essential hypertension. If the rate at 
which the heart enlarged were measured it would be found to 
be almost imperceptible from year to year. In cases in which 
he had made measurements over a period up to 14 years the 
average increase in transverse diameter was less than 2 mm, 
annually. but at a later stage a rapid enlargement might take 
place. Coronary disease must always be remembered as 4 
frequent complication of hypertension. A fair number of cases 
had combined coronary and hypertensive heart disease. Treat- 
ment should be directed towards preventing or delaying the 
enlargement of the heart and, when the heart was enlarged, 
towards preventing or delaying heart failure. The crux of 
treatment was the control of the hypertension itself, but as yet 
no sure way of control was known. No drug was capable of 
permanently lowering the blood pressure in a case of essential 
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hypertension. | Occasional successes were obtained with thio- 
cyanate, but in the majority of cases thiocyanate was either too 
toxic or too disappointing to be any solution of their problems 
as a whole. The hypertensive patient must be taught to live 
slowly: a ~ forty-hour week” should be prescribed for the 
By judicious advice much could be done to delay the 
progress of cardiac enlargement and the onset of heart failure. 
As for surgery, it was most difficult to assess the results from 
the statist.cs. It was unfortunate that results were given in 
terms of reduction of diastolic pressure, which meant very little. 
In terms of the humoral theory of hypertension surgery was 
an irrational procedure, but it might still be an effective one. 
It was not a cure for hypertension, but at the best it could lower, 
sometimes appreciably, the blood pressure level and diminish 
the burden on the heart. 

Mr. DicKSON WRIGHT said that the incidence of clotting in the 
eyes or brain after these operations of sympathectomy had been 
low, and rather comparable with the incidence of femoral 
thrombosis after abdominal eperations. He had not yet thought 
of giving heparin. It was the load on the heart which killed 
the patient. They were too prone to think of cerebral haemor- 
rhage, but the real mischief was the slow wearing out of the 


myocardium. 





MEDICAL PHOTOGRAPHY 


A meeting of the Medical Society of the L.C.C. Medical 
Service was held at County Hall on April 3 to discuss the uses 
of photography in medicine. . 

Dr. J. E. McCartney stressed the value of accurate and 
immediate recording of medical cases. Lesions were often fleet- 
ing, appearances changed rapidly, patients might recover or 
die, and information not recorded at the time might be im- 
possible to get later. In a written record the clinician put down 
only what he saw. A sketch might add a few more details, but 
a photograph would reveal not only all the clinician saw at the 
time but perhaps further information for other observers. 
Accurate photographic records were valuable both for present 
and for future investigations. Medical photography should be 
taken seriously. It required adequate modern equipment and 
a skilled staff. Medical photography was so specialized and 
involved such varying conditions of work that it was imperative 
to employ a first-class, well-trained, well-paid photographic 
technician. yah 

Each patient presented a different problem, and special pieces 
of apparatus and a number of different lenses and cameras 
were necessary to cover the whole range of clinical photo- 
graphy. Special equipment was again required for biopsy or 
post-mortem specimens. To show the correct dimensions of the 
specimen a centimetre scale or similar measure should be placed 
beside it. Miniature photography was useful for recording 
case-papers, documents, reprints, books, etc. This had been 
special'y developed in America with elaborate and costly 
apparatus. 

Dr. McCartney went on to say that in America, during his 
recent visit, he had seen the latest developments of colour work 
and printing. Illustrations demonstrating the’ value of coloured 
backgrounds for throwing the subject into ,relief were shown. 
Cinephotography was invaluable for recording movement, such 
as gaits and the progress of orthopaedic and similar casés. The 
use of colour in the cinephotography of operations was 
demonstrated, and the value of sound film for teaching purposes 
was stressed. A 16-mm. film showing parts of various medical 
films, in black and white and in colour. made by Mr. J. E. 
Andrews, the L.C.C.’s medical photographer, was then demon- 
strated. 

Dr. GuNN emphasized the value of cinephotography for 
teaching students, but thought it should only be considered in 
the case of operations or manipulations, as an adjunct to direct 
clinical teaching. Mr. MATHESON remarked that though colour 
photography had considerably improved films of operations, 
it was still very difficult to see important details, owing to the 
shiny appearance due to reflection of light from the tissues. 

Dr. McKertn, ‘raising the question of film-strips. suggested 
that for teaching purposes film-strips were more useful than 
actual moving films as they could be arranged heforehand to 
show all the points, and only those points, which the lecturer 
desired to stress. He also questioned the value of taking films 





of operations. It was impossible to learn to operate from the 
film, and. while it might make a pretty picture, there were many 
other aspects of medicine in which a film could be of much 
greater value. 

Mr. Pitrcey, admitting that part of the film shown was of 
himself doing a thyroidectomy, said that the reason for having 
this film taken was to preserve a record of Mr. C. A. Joll’s 
technique and particularly of his exposure and ligature of the 
inferior thyroid artery. He thought that films of operations 
showing special technique were of great interest to surgeons 
and others. Mr. ANDREWS said it was quite easy to get film- 
strips made by commercial firms. The cost was about Is. a 
picture and projectors were available from about £8 upwards. 
He thought that slides were more generally useful. The order 
of showing them Could be altered and they stood up to heat 
much better than film-strips. 








Correspondence 








State Medical Service in New Zealand 


Sir,—New Zealand has enjoyed a partial State Medical 
Service for the past 10 years. In the current issue of St. Mary’s 
Hospital Gazette Mr. A. E. Porritt—a New Zealander coming 
to England as a Rhodes Scholar to study medicine 23 years 
ago—gives a “dispassionate review on things medical in New 
Zealand” which he observed during a recent visit to that 
country. He remarks that although New Zealand is one of the 
most beautiful and naturally endowed countries in the world 
to-day “it is even more full of petty restrictions in its adminis- 
tration than this country.” He sums up his conclusion on the 
medical services in these pregnant sentences: (a) A slightly im- 
proved all-round service for the public—during business hours. 
To get a dector in New Zealand after 6 p.m. and over week-ends 
is not an enviable task. (b) A definite falling off in the standard 
of medical practice from both ethical and clinical viewpoints. 
This is a consensus of opinion from all branches of the pro- 
fession. (c) A growing and already appreciable dearth of 
specialists—and this in a country where the proportion of men 
taking higher degrees was previously exceptionally high. 

‘We have been warned !—1 am, etc., 

London, S.W.1. E. GRAHAM-LITTLE. 


Reiter’s Syndrome 


Sm,—I am particularly interested in the claim made by Dr. 
R. R. Willcox and his collaborators (April 12, p. 483) that gold 
salts (myocrisin) were curative in two of their cases of Reiter’s 
disease. As reported in an address to the Medical Society for 
the Study of Venereal Diseases in May, 1944, I was at that time 
carrying out treatment with myocrisin on a typical case of 
Reiter’s disease with non-gonococcal urethritis, bilateral con- 
junctivitis, polyarthritis, and keratodermia blennorrhagica (Case 
20 in the series) in spite of the fact that no pleuropneumonia- 
like organisms had been cultivated from the urethral, con- 
junctival, or skin lesions. 1 had read the paper of Findlay er al. 
in which it was stated that organic gold salts protected rats and 
mice from developing arthritis after injection in the pad with 
pleuropneumonia-like organisms, and the drug was prescribed 
on the supposition that the inclusions seen in my cases may 
have been the granular phase in the development of these 
organisms. No beneficial effects followed gold therapy in this 
and two further cases under my care. King in the treatment 
of Reiter’s disease with the Simpson-Kettering hypertherm gave 
several cases imections of myocrisin during fever and the results 
obtained were no better than with fever alone. I was interested 
to note that in Case 1 of the authors’ there was a fall in the 
blood sedimentation rate during treatment. as in none of my 
cases has this ever been observed : in fact I find the test of little 
value in the assessment of progress. In one apyrexial case 
now under my care that has already received five iniections of 
mvocrisin the B.S.R., which was originally 30, has risen steadily 
each week and is now 41. 

It is possible that the beneficial effects of gold therapy in the 
cases recorded by Willcox er al. were non-specific and due 
to the rise in temperature which sometimes occurs after the 
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injections. This was definitely so in my cases, for which hourly 
temperatures are recorded for 12 hours after each injection ; 
in the apyrexial case to which reference has already been made 
the temperature registered 101.6° F. (38.7° C.) three hours after 
the first injection, 102° F. (38.9° C.) fen hours after the second, 
99.6° F. (37.5° C.) seven hours after the third, 99.2° F. (37.3° C.) 
nine hours after the fourth, and 99° F, (37.2° C.) eight hours 
after the fifth. A further patient who has just started a course 
developed a temperature of 100.2° F. (37.9° C.) three hours 
after the first injection. All the temperatures returned to 
normal! in an hour or just over an hour and could have been 
overlooked with a 4-hourly chart. 1 have observed on several 
occasions that mild fever induced by intramuscular injections 
of “aolan”™ effects rapid cures in these cases. 


The aetiology of the disease is still uncertain. Pleuropneu- 


monia-like organisms have been cultivated in the urethral ‘ 


discharge of 14 out of 84 men suffering from uncomplicated 
non-gonococcal urethritis, in the cervical secretion of 10 out 
of 42 women with cervicitis, and in only 3 of 30 of my cases 
of Reiter’s disease. Urethral cultures were also positive in my 
first case treated with gold eighteen months after apparent 
cure, and it is worth noting that there had been no subsequent 
sexual exposure. An examination carried out before the first 
morning micturition did, however, show the existence of a 
mild residual abacterial urethritis which may have persisted 
since the original illness. Cultures were negative in the synovial 
fluid of two and in the conjunctival secretions of three of my 
cases. Examination of female contacts of 5 cases in which 
pleuropneumonia-like organisms were isolated in the urethral 
discharge yielded negative cultures, but elementary bodies were 
seen in two. The majority of my cultural examinations have 
been carried out by Henderson-Begg and Edward. 

It is possible that the disease, as I originally stated, is due to 
a virus. Primary herpetic stomatitis of infants and young 
children is caused by the virus of herpes simplex, and a virus 
has recently been shown by Buddingh to be responsible for a 
similar disease associated with diarrhoea in children. Strains 
of the virus are maintained by serial passage from cornea to 
cornea of rabbits, but, unlike primary herpetic stomatitis, no 
inclusions have been found. In the discussion following 
Buddingh’s paper on this subject Sabin stated that these inclu- 
sions would probably be demonstrated in serial sections. On 
this occasion Dodd also reported that she had obtained positive 
corneal inoculations in rabbits with vaginal swabs taken from 
the mothers of the children suffering from the disease. 
Buddingh had observed similar results with the urethral dis- 
charge and oral aad conjunctival secretions of a typical case 
of Reiter's disease. 

There would seem, therefore, to be definite room for doubt 
whether pleuropneumonia-like organisms are the aetiological 
factor in Reiter’s disease. I consider, too, that the efficacy of 
gold therapy in the treatment of this disease requires further 
investigation. In view of its dangers I] have not used this 
form of therapy in the treatment of uncomplicated abacterial 
urethritis (usually a very mild disease) in which these organisms 
have been isolated.—I am, etc., 

London, W.1, A. H. HARKNESS. 
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“ Sulpha-Combination "—-A_ New Chemotherapeutic 
Principle 

Sm,—In the article on “*‘Sulpha-Combination’—A New 
Chemotherapeutic Principle,” by Drs. A. ‘Rune Frisk, Gésta 
Hagerman, Sture Helander, and Bertil] Sjégren (Jan. 4, p. 7) 
reference is made to my work on the same subject in a form 
which creates the erroneous impression that I have suggested 
only the use of a mixture of sulphathiazole and sulphadiazine. 
I therefore take the liberty of bringing the following facts to 
your attention. 

My _ publication to which reference is made by the Swedish 
investigators appeared in print in January, 1945—that is, one year 
and three months before these authors published any of their 
experimental or clinical results with a combination of three sul- 
phonamides, and two years before their article appeared in your 
Journal. The title of my publication—“ Inhibition of Drug Pre- 


—— 


cipitation in the Urinary Tract by the Use of Sulf ‘ 
Mixtures. 1. Sulfathiazole-Sulfadiazine Mixture” (Proc. Suc. gm 


Biol., N.Y., 1945, 58, 11)—clearly indicates that the general prj 

of ‘“ sulpha-combination ” was investigaied and that ihe sul 
thiazole-sulphadiazine mixture represcnied only the _ initial 
of this work. This point is further emphasized in Table | of 
paper, containing solubility figures of seven different suipho; 
combinations, one of these consisting of as much as four se 
constituents. In addition, several statements in the text of 
publication leave no doubt about the recognition of the 
principle and the direction of further research. 

I quote: “ Since even closely related sulfonamides, when 
simultaneously in the same solution, do not influence each 
appreciably with regard to their particular solubilities, the 
of intrarenal drug precipitation from the sulfonamides compris; 
the mixture should be only as great as if each compound had beg 
administered alone, and in the partial dosage contained in 
mixture. . . . Sulfathiazole and sulfadiazine were selected for th 
initial series of experiments, because these compounds are at presen 
most frequently employed, have almost the same therapeutic ing. 
cations, and cause renal complications in about the same percen 
of cases ... The findings of the solubility study summarized jg 
Table I indicate that many other sulfonamide combinations should 
be investigated as to their ratio of renal toxicity and bacteriostatie 
activity.” Since then I completed experiments on the combinations 
of sulphadiazine-sulphamerazine, and sulphadiazine-sulphathiazole 
sulphamerazine early in 1946, and submitted my work to the 
American Medical. Association in February, 1946, for presentatiog 
at its 95th Annual Session at San Francisco on July 3, 1946. The 
title of this presentation was “‘ The Prevention of Renal Complica: 
tions by the Use of Sulfonamide Mixtures” (Announcements: 
J. Amer. med. Ass., 1946, 131, 306, and ibid., 131, 1141). 

Further references to the general principle of sulphonamide mix. 
tures can be found in three clinical publications. In the Journal of 
Urology, 1946, 55, 1 stated on p. 565: “ With regard to its poten 
tialities and to possible future developments, however, treatment 
with sulfonamide mixtures seems to hold the promise of ap 
efficiency which might dispense with the necessity of any othe 
preventive measure.” In the Journal of Pediatrics. 1946, 29, we 
explained on p. 284: ‘ Experimental work and preliminary clinical 
trials suggest that for the treatment of meningitis, sulfadiazine 
should be combined with a sulfonamide, such as’ sulfamerazine, 
which diffuses better than sulfathiazole through the hematocephalic 
barrier. . . . Our results suggest that the simultaneous employment 
of two or more sulfonamides should replace the use of singk 
compounds, since mixtures combine a high therapeutic efficacy with 
a significantly lowered toxicity.” 

Flippin er al. published “* An Evaluation of Sulfonamide Mixtures 
and Various Adjuvants for Control of Sulfonamide Crystalluria” 
in the Annals of Internal Medicine, 1946, 25, 433. 1 quote from the 
discussion of this paper: “An alternative method, proposed by 
Lehr'* '* avoids exceeding the critical concentrations at which 
crystallization will occur by using two or more sulfonamides simul 
taneously. Our preliminary observations indicate that this approach 
is as effective as the administration of sodium bicarbonate at the 
rate of 12 grams per day.” 

In summary then: The use of sulphonamide mixtures for 
the prevention of renal complications was conceived indepen 
dently in our laboratory as the result of extensive animal 
experimental investigations on “Methods which Inhibit or 
Prevent Intrarenal Precipitation of Compounds of the Sub 
fonamide Series” carried out since 1941. 1 published con 
plete experimental proof for the validity of che sulphonamide 
mixture principle one year and three months before the 
Swedish investigators announced their “ new chemotherapeutic 
principle” in Nordisk Medicin, 1946, 29, 639, based on theif 
first animal experimental study. Previous to this publication 
the authors, according to their own statement. had done only 
preliminary clinical work with a mixture containing equal part 





of sulphathiazole and sulphadiazine. Even if my publication, 
to which reference is made by the Swedish authors, was the 
only one available to them when their article was written, 
they must have been aware of the fact that I did not merely 
suggest the use of a sulphathiazole—-sulphadiazine mixture, a 
the reference in your Journal implies, but that I had offered 
valid animal experimental proof for this new concept of 
sulphonamide therapy. On the basis of the evidence pre 
sented | am forced to conclude, with regret, that the Swedish 
authors, in quoting my publication, did not cite the fact 
properly and completely. Hence, they have failed to giv 
due credit to my work in this field—I am, etc., 
Davin I FRR. 


Assistant Professor, 


New York Medical College, 
New a Dept. of Medicine and Pharmacology 


York 
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International System of Weights and Measures 


sm.—In his interesting article on “ The International System 
of Weights and Measures “ (April 5, p. 460) Dr. J. M. Hamill 
makes out a clear theoretical case for the substitution of the 
millilitre (ml.) for the cubic centimetre (c.cm.). He expresses 
regret at the obduracy of our profession in adhering to the 
incorrect use of the cubic centimetre as a measure of volume. 
Unfortunately, perhaps, the mischief does not end there. The 
cubic millimetre (cu.mm.) is universally used in the data of 
haematologists. As a metrical purist, would Dr. Hamill advo- 
cate the substition of the microlitre, and would he suggest a 
suitable abbreviation for this quantity?—I am, etc., 


Douctas A. K. BLACK. 


Manchester. 


Sir—Dr. J. M. Hamill’s article (April 5, p. 460) is most 
interesting and valuable. I do not wish to discuss his sugges- 
tion that in spite of common usage the metric system should 
not be so called, but the rather more important question of 
the cubic centimetre versus the millilitre. Scientists use the 
c.g.s. (or m.k.s.) system of measures for mechanical quantities, 
and, as its name aptly suggests, the fundamental units are the 
cm., g., and sec. (or m., kg., and sec.). Dr. Hamill is abso- 
lutely correct in distinguishing between the cm.’ and ml. But 
R. T. Birge (1941, p. 102) says: “The litre and millilitre are 
not units in the present c.g.s. system, whose unit of volume is 
the cm.” All scientists, quite reasonably, think of the size 
of a volume in terms of the sizes of its sides—that is, as a 
derived quantity in the c.g.s. (or m.k.s.) system. If they wish 
to think thus they have the authority of so eminent a person as 
Prof. Birge that they should use the cm. as their unit of 
volume. It is a purely legal form (like the gallon) that the 
ml. ever got started ; scientists writing scientific articles should 
refer to the cm.’ (which may perhaps be given the bastard 
abbreviation of cc.) unless they are actually and significantly 
using the millilitre. If they be writing legal reports they should 
use throughout whatever odd units—yard, drachm, or litre— 
that may be legally required. Every publication must make 
its own choice as to whether it wishes to be scientific or legal. 
—I am, etc., 


Dorking, Surrey. Harry V. Stores-Roe. 


REFERENCE 
Birge, R. T. (1941). Dep. Progr. Phys., 8, 90. 


Investigation and Treatment of Delinquency 


Sm,—Dr. Edward Glover opens his article (March 29, p. 421) 
as follows: “ Looking back over the development of clinical 
psychology during the past quarter of a century it is now per- 
fectly clear that ‘our understanding of ego-disorders has lagged 
woefully behind that of the neuroses and other varieties of 
‘encapsulated’ symptom-formation, using this term to convey 
that a given symptom does not infiltrate the normal layers of 
the patient’s ego.” 

There must be many besides me who find this Freudian 
terminology difficult to comprehend, and I venture to doubt if 
it be essential for a proper understanding of the subject. The 
conscious functions of the brain are surely clearly divided into 


those of the intellect + reason and the emotions + pro- 


pensities. In the genus Homo, not only in its species sapiens 
but doubtless in the extinct Cromagnon, Neanderthal, and 
Eoanthropus, the emotions take precedence over the intellect 
in staggering percentage, otherwise the whole gamut of faiths, 
from animism upward, would hardly hold the influence they do 
over the 2,000 million of the world’s inhabitants. 

Crimes are roughly divided into those, like murder, which if 
not suppressed would quickly bring about the end of civilization 
and are universally condemned the world over, and, on the other 
hand, acts which the political majority decry or consider to have 
harmful tendencies (varying of course from country to country). 
All these. latter are dealt with by laws enforcing preventive 
methods or by the introduction of reformatory methods, placing 
on probation, or actual Borstal treatment. The line between 
alienation and crime is to a great extent artificial, the former 


supposing the subject to be irresponsible either by develop- 
mental defect in the nervous system, or due to that in addition 
to a diseased state. In the latter the subject’s nervous system 
is judged sufficiently normal for the subject to be regarded as 
responsible for the forbidden act. The above appears to define 
the essentials to be kept in mind in dealing with delinquency 
and carrying out the treatment thereof. 

We know that in ancient times among the Egyptians and other 
priesthoods cryptic methods and writings were used in order to 
dominate their peoples and enforce them to conform to the 
laws enacted, but surely simple plain language is sufficient in 
the present century, without making use of these Freudian 
embellishments.—I am, etc., 


Hove, Sussex, Wo. BrYcE ORME. 


Sir,—Every psychologist will support Dr. Edward Glover's 
appeal (March 29, p. 421) for wider facijities for the scientific 
treatment of delinquency and for further research on “ every 
variety of delinquent or predelinquent conduct.” Yet many 
will regret that he endorses the view, so frequently repudiated 
by other psychiatrists, that delinquency is primarily a medical 
problem. His list of “the different types of delinquency— 
e.g., meurotic, psychotic, psychopathic, mentally defective, 
organic, etc.”—covers only about 10% of the numbers; the 
remainder, chiefly non-medical cases, he wholly disregards. 

He regrets that “the authority of medical psychology” in 
this field has not as yet been fully recognized. But he himself 
supplies the explanation. “Looking back over the develop- 
ment of clinical psychology during the past quarter of a 
century,” he notes that the problems of delinquency have 
been “the last to stimulate the curiosity of the psycho- 
pathologist.” Yet the educational psychologist started to 
investigate the subject more than 40 years ago; 10 years later 
the Education Committee of the L.C.C. appointed a psycho- 
logist to deal with this and allied problems. In an early report 
it was stated that over 60% of the cases were successfully 
“cured,” while another 20% showed “definite improvement.” 
Dr. Glover reports “ striking results” in certain types of case. 
But he offers no figures. 

When teachers, magistrates, education officials, and the like 
are asked why they doubt “the authority of the medical 
psychologist,” their answer is that his treatment so often fails. 
because it overlooks the type of cause with which they are all 
too familiar. The medical psychologist is apt to assume that the 
main cause of the delinquency lies within the delinquent him- 
self; accordingly he either looks for and treats suspected 
physical and organic disorders, or thinks solely of “ inner 
mental mechanisms,” which he interprets in metaphors drawn 
from physical disease—as when Dr. Glover: describes delin- 
quency as a variety of “‘ encapsulated’ symptom-formation,” 
indicating that the symptoms do not infiltrate the normal layers 
of the ego. “ Actually,” he says, “we know more about the 
mechanisms of the psychoses than we do of the causes of 
crime.” That may be correct, if “we” refers to psycho- 
pathologists ; but a glance at the psychological literature will 
show that the causes are now well known: what calls for 
research is the efficacy of different treatments. 

All will agree that such research requires “ specially trained 
investigators.” But the essential part of their training must 
consist in a study not merely of mental and nervous disorder 
but of individual and social psychology. At present, with one 
notable exception, this is not included in, psychiatric courses. 
Yet the need is obvious. It is a plain corollary not only to the 
Home Office inquiries but to the investigations carried out by 
Dr. East while Medical Inspector of H.M. Prisons. As he 
points out, crime cam no longer be regarded as a disease. It 
is a problem of social adjustment rather than of mentai 
abnormality ; and the most successful mode of dealing with 
it lies, not in psychotherapeutic treatment, but in an intelli- 
gent adjustment of the delinquent’s own environment and in a 
re-education of the delinquent himself in improved social condi- 
tions. A small minority of genuinely pathological cases will of 
course always remain ; and for these the methods described by 
Dr. Glover are both urgent and essential.—I am, etc., 


University College, London. CHARLOTTE BANKS. 
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Vaginal Operations 

Sirn,—Mr. Wilfred Shaw must be congratulated upon his 
brilliant article on this subject in your issue of April 12 (p. 477). 
The description of the anatomy of the vagina given in standard 
textbooks has long been considered inadequate by gynae- 
cologists, and Mr. Shaw has filled this gap. It is pleasing to 
note that Mr. Shaw has considered the vagina not only a 
passage for childbirth but from a broad point of view which 
embraces the important functions of micturition and coitus. 

Gynaecologists have for many years concentrated upon 
plastic operations which, although eminently satisfactory in 
the cure of prolapse, have often resulted in producing a vagina 
which proved useless in coitus and did nothing to relieve the 
distressing symptoms of stress incontinence ; it is to be hoped 
that Mr. Shaw’s article will do something towards altering this 
state of affairs. 

Finally, I am very pleaséd to see that Mr. Shaw advocates 
vaginal hysterectomy in certain cases of prolapse. This is an 
important step forward, since by this operation the prolapse is 
cured and the danger of subsequent carcinomatous changes 
occurring in the cervix removed. This is particularly important 
when one remembers that carcinoma of the vaginal portion of 
the cervix only. occurs in women who have been pregnant, and 
prolapse, although not unknown in nulliparous women, usually 
occurs in those who have had difficult or repeated pregnancies. 
—I am, etc., 


Southport. JOHN H. HANNAN. 


Retrodisplaced Gravid Uterus 


Sir,—Mr. H. H. Fouracre Barns has replied (April 12, p. 504) 
to my letter regarding the above. I am unrepentant in the matter 
of my deduction in Mr. Barns’s patient No. 39. I am sure that 
Mr. Barns will share with me the experience of finding a uterus 
retroverted after a ventrosuspension operation has been carried 
out, even in a “reputable London teaching hospital.” This I 
believe to be due not to any failure on the part of any individual 
operator but to a defect of the method of ventrosuspension 
most commonly used—namely, Gilliam’s operation and its 
modifications—in that it fails adequately to “ take up the slack ” 
of that portion of the round ligament which lies in the canal of 
Nuck, and which may in some cases be extremely elastic. The 
round ligament is thus left free to slip back out of the canal 
into the abdomen and permit the uterus to resume a position of 
retrodisplacement. This is one of the reasons why a modifica- 
tion of the operation of ventrofixation has continued to be used 
in the Liverpool School by certain distinguished operators, 
although various other methods are commonly in use. The 
multiplicity of methods of ventrosuspension which have been 
advocated from time to time (Crossen describes 19 different 
procedures) proves that none is uniformly successful, and | 
hope therefore that my deduction in my previous letter will not 
arouse the indignation of those responsible for the ventro- 
suspension operation in the patient in question. In any event 
my justification is in Mr. Barns’s own statement that in 1943, 
three years after operation, she was seen with a retrodisplaced 
uterus. 

All the above, however, is not germane to the point at issue, 
and while I should be the last to deny that conservative treat- 
ment may be successful in maintaining a normal position of the 
pregnant uterus and therefore in promoting the successful 
completion of a pregnancy, I submit that in some cases, such as 
my own case quoted in my previous letter, ventrosuspension 
is necessary to ensure that the pregnancy shall continue to term. 

With regard to the fact of circulatory factors (I apologize to 
Mr. Barns for attributing to him the opinions of Mr. Barnett) 
I would suggest that these may operate so as to cause abnormal 
development of the ovum apart from any question of its 
nidation and that this ovular abnormality may be the cause of 
an abortion after a relatively long interval such as that in Mr. 
Barns’s case No. 42. There, again, the effect upon any given 
ovum of a minor circulatory abnormality is liable to variation. 
and some might escape abnormality entirely, thus explaining the 
cases of incarceration which are not followed by abortion. 
In habitual abortion it is often very difficult to find the cause, 
but the condition is a source of considerable disappointment and 


sorrow to the patient and to her husband and a cause of mua 
unhappiness. In many cases I am forced to admit with 
Barns that I do not know the cause of the abortion, but in those 
in which retrodisplacement is present I feel that it is 
to deprive the patient of the improved chance of a s 
pregnancy which I believe ventrosuspension can give her— 
Iam, etc., 


Inverness. 


J. A. CHALMERS, 


> 


Post-partum Intra-abdominal Separation of Uterus 


Sir,—The following extract from our textbook, 4 Glasgow 
Manual of Obstetrics (by S. J. Cameron and John and Ellen D. 
Hewitt), may have a bearing on Dr. J. J. S. Wassenaar’s Case 
of post-partum intra-abdominal separation of the uterus (April § 
p. 452). “We would warn the practitioner to carry out m 
moval of the placenta with the greatest caution as, owing tp 
the softened condition of the uterine tissues, the wall of the 
organ may readily give way before the advancing fingers, ang 
a practitioner has actually removed the entire uterus from the 
tissues above the cervix in the belief that he was detaching the 
placenta. One of our most trustworthy .house-surgeons algg 
had this unenviable experience, and he assured us that jp 
accomplishing this unpremeditated hysterectomy he exper. 
enced less resistance from the tissues than he had in othe 
cases of retained placenta.”—I am, etc., 


Nelishill, Lanarkshire. SAMUEL J. CAMERON. 


Nicotinamide and Diabetes Mellitus 


Sir,—Il was most interested in Dr. Henry J. Wade's memo- 
randum (March 29, p. 414). The investigations he describes were 
similar to those which I conducted in 1943. Since then I have 
felt that in only a very small percentage of diabetics could treat- 
ment with nicotinic acid be of any value. To demonstrate the 
effect of nicotinic acid and/or nicotinic acid amide it is necessary 
to test its effect on normal subjects, with and without insulin, 
Both preliminary tests were done before my article was pub- 
lished (Neuwahl, 1943), but its full implications were not realized 
at‘that time. A typical curve of 24 units of crystalline insulin, 
plus 150 mg. of nicotinic acid given at the same time, is given 
below. The subjects were on a standard diet, so that fasting 
blood sugars were about 85 mg. per 100 ml. 


Fasting blood sugar .. wa - i 85 mg. per 100 ml. 
2¢ units of insulin, plus 150 mg. of nicotinic acid, intramuscularly. 
Blood sugar 2 minuteslater ... .. . 5 mg. per 100 ml. 


” ” ” ” ee ee ee ” ” 


» ” 10 ” ” +. on oe 95 ” 

” ” 15 ” ” +. +. o. 77 » 

” ” ” ” +. oe oe 109 ” 

” ” 25 ” » 119 ” 9 

” ” ” ” MS a 
2 IS ” > mn 

” ” 40 o” ” 141 - ” 

” ” 60 ” ” on o. ee 141 ” o 

” ” 90 ’ ” o. ee ee 77 ” Pr 


This typical reaction has in fact spoilt every attempt to classify 
diabetics as suitable or unsuitable for treatment with nicotinic 
acid. After testing more than SO patients only a small group of 
five remained which were insensitive to insulin and at the same 
time had probably an abnormally weak glycotrophic pituitary 
factor. In these the action of endogenous insulin could be 
heightened when the action of nicotinic acid was carefully 
watched, and the dosage reduced as soon as results appeared 
satisfactory, to prevent the glycotrophic factor being stimulated. 
The. latter appears to increase in direct proportion to the action 





of insulin. The anti-insulin action is apparently exerted through 
the adrenal cortex, and the first stage of action seems to affect 
the adrenal medulla, which liberates adrenaline. Thus the action 
of the “ reinforced insulin ” becomes obscured by an accelerated 
breakdown of both liver and muscle glycogen. The surplus dis 
charge of adrenaline may also explain the undoubtedly favour- 
able effect of nicotinic acid in cases of asthma, which was com- 
mented upon by G. Melton (1943).—I am, etc., 


Rochdale. F. J. NEUWARL. 


REFERENCES 


Melton, G. (1943). British Medical Journal, 1, 600. 
Neuwahl, F. J. (1943). Lancet, 2, 348. 
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Myiasis of Palpebral Conjunctiva 


sm—The following record of a case of myiasis of the 
palpebral conjunctiva is of interest. 


Case REPORT 4 
ilfield metal turner aged 32 presented himself at the 
Lcaeeey, aeihe that a piece of cast iron had got in his right 
e in the course of his work that day. He complained of the usual 
tritation, but there was no infection of the cornea. After a search 
a minute foreign body was removed from the upper palpebral 
conjunctiva. The eye was washed out with boric lotion and he 
returned to work. Two days later he returned saying he still felt 
ing in his eye. 

a cannienien ‘ae conjunctiva was slightly infected, and there 
was a small area of inflammation in the centre of the upper palpebral 
conjunctiva. As this appeared to be a focus of sepsis following 
removal of the foreign body, hot spoonings and irrigations with 
boric lotion were prescribed. A week later the man was seen again. 
There was a large swelling below the upper lid, which raised the 
lid off the eye, and he complained of frequent attacks of severe 

pain and inability to sleep for several nights. , ; 
The appearance was that of a large stye pointing on the underside 
of the eye, so 4% cocaine was instilled preparatory to incising it. 
When the lid was everted as much as possible there appeared to be 
two openings, and owing to the pressure a white object could just 
be seen in one of these openings. Increased pressure disclosed 
more of this object, and it was seen to be segmented with a row of 
bristles between each segment. Slowly .a large larva of Cordylobia 
anthropophaga (tumbu fly) was extruded from the swelling, grea:ly to 
the amazement of all present. The-larva was 3/4 in. (1.9 cm.) long 
and as thick as a cigarette. The patient was immediately relieved 
of his symptoms, and within two days the eye was to all appearances 


normal. 


Infestation of various fleshy parts of the body is commonly 
seen, but this is the only case I have heard of in which it 
occurred in the orbital cavity—I am, etc., 


Santa Flora, Trinidad. T. E. M. WARDILL. 


The Label of Psychoneurosis ¢ 

Sm,—During the last year I have been able to survey a large 
number of persons invalided from the Services with psycho- 
neurosis. A great number of them complain bitterly that the 
label prevents them obtaining suitable employment. It is 
becoming evident that many employers, without proper con- 
sideration, look upon them as defective in character and 
mentality and as unfit for steady employment. 

To my mind from an employment point of view there are 
two classes of psychoneurotics: (1) Those with a history of 
neurosis from childhood, with a bad occupational record, and 
who rapidly became useless in the Service because of “ black- 
outs,” headache, apathy, and general poor morale. The 
employers quite rightly are rather chary of taking them on, 
for they cannot be relied upon to continue at steady work. 
Incidentally, I estimate not less than 15% of the total popula- 
tion belong to this class of ineffective unemployables, and it is 
they who ruin the harmonious working of many social services. 


.(2) Those with a good employment record, who have done a 


fair amount of service but have eventually broken down under 
stress the severity of which they are unlikely to encounter in 
civil life. It is these men who suffer so unjustly from the label 
of psychoneurosis. Sometimes they have done over five years’ 
service, or been through the Battle of Alamein. or Salerno, or 
Caen, or been on submarine service, or completed 20 opera- 
tional tours over Germany. Given a chance and a considerate 
employer they regain their confidence and return to normal— 
though they can never lose the stigma of psychoneurosis. 

Solely on behalf of this latter group I would like to suggest: 
(a) That invaliding medical boards, when considering a man 
who has served his country well, avoid the term psychoneurosis, 
and prefer terms such as battle exhaustion, tropical debility, 
flying stress. etc. (b) That employers look more fully into a 
man’s war service and the stress he has sustained before classify- 
ing him as a constitutional psychoneurotic. 

Until laymen appreciate the difference between the above 
groups some very good men will continue to resent the label 
of psychoneurosis, and it is to bring this matter to light that 
I am writing this letter—I am, etc., 


London, W.1. KENNETH. HAZELL. . 


Quinine and a Resistance Factor 


Sir,—I read with interest Dr. E. O. Blake’s letter (April 12, 
p. 506) on the treatment of early cases of influenza and the 
common cold by the intravenous administration of quinine bi- 
hydrochloride. In: fact the use of small doses of quinine by 
mouth by laymen in many countries to abort such attacks has 
stood the test of time. At first sight such a procedure seems 
quite irrational in view of the accepted idea that quinine is a 
drug with specific antimalarial action. But is it so? 

It is generally held that quinine in vitro is ineffective unless 
large concentrations are used which are not tolerated by 
macrophages. This immediately suggests an indirect mode of 
action. Recently Black (Trans. roy. Soc. trop. Med. Hyg., 1946, 
40, 163) reported that serum from a patient treated with quinine 
arrested the development of trophozoites of Plasmodium 
falciparum when cultured in vitro, He had excluded the specific 
immune properties of sera used in the culture as an influence 
detrimental to the parasite, since the parasites were taken from 
patients with a primary attack, while the drugs were given to 
donors who had not had falciparum malaria. He had also ex- 
cluded phagocytosis, since lcucocytes were removed before culti- 
vation was begun. This suggests that this indirect mode of 
action is humoral and non-specific. Of great interest is his 
finding that most of the parasites undergo schizogony in a control 
culture, using serum from healthy donors containing no drug, 
and that the second generation does not progress so readily. 
He comments that this method of cultivation does not provide 
ideal conditions for the development of the parasites. But why 
should serum from normal volunteers offer a handicap for the 
growth of these parasites? 

At the last laboratory meeting of the Royal Society of 
Tropical Medicine I demonstrated the mechanism of action 
of two antimalarial drugs studied—quinine and atebrin— 
with reference to a new resistance factor found in the albumin 
residue and revealed by the serial cephalin flocculation curves. 
This resistance factor proved to be of great significance in 
determining the course and outcome of: this struggle between 
host and parasite: a decrease in this resistance factor shifts 
the balance in favour of the parasite, and when marked is 
associated with clinical manifestations of disease, while an in- 
crease in this resistance factor shifts the balance in favour of 
the host, tending to re-establish a condition of health. This 
latter effect is obtained by the administration of quinine to 
healthy volunteers as well as to malarial patients, thus explain- 
ing its non-specific and indirect mode of action as an anti- 
malarial and possibly also as an antiviral and antibacterial 
agent. Since this resistance factor is also present in healthy 
persons to a less extent than in healthy persons treated with 
quinine, it is apparent why normal serum should offer a handicap 
to the growth of P. falciparum when cultured in vitro. A more 
detailed account is in the press.—I am, etc., 4 


London, W.2. J. G. MAKARI. 


d-Tubocurarine in Caesarean Section 


Sir,—I was most interested to read Dr. T. Cecil Gray’s excel- 
lent article on this subject (April 5, p. 444), particularly as the 
choice of anaesthetic for caesarean section is such a contro- 
versial matter. The questions that seem to arise are: (1) If the 
combination “ kemithal “-cyclopropane-oxygen is to be used, 
is it necessary to use d-tubocurarine at all? (2) If d-tubocurarine 
is used, do the advantages obtained definitely override the 
possible dangers dependent upon its use? : 

It seems that. using cyclopropane-oxygen alone on the 
closed circuit, adequate anaesthesia can be obtained for 
caesarean section without using harmful doses of the anaes- 
thetic agent ; little relaxation is required. and the babies seldom 
cause anxiety. Anaesthesia is usually light and, after delivery, 
not below deep plane one or upper plane two of the third stage. 
The patients in the. great majority of cases recover their reflexes 
in the theatre. Post-operatively their condition is satisfactory . 
and vomiting not a regular feature. True, intubation is no 
doubt facilitated if it should become necessary, and uterine 
tone good if d-tubocurarine.is used with the above combination, 
but, as Dr. Gray reports. this latter fact caused a temporary 
embarrassment to the surgeon on two occasions. 
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If d-tubocurarine is to be used as an aid to anaesthesia for 
caesarean section, its powers would perhaps be even more fully 
appreciated if combined with kemithal—gas-and-oxygen provided 
suboxygenation did not occur, for here the unpremedicated 
patient strains and resists anaesthesia, is more hable to vomit 
during induction, and usually requires the addition of trilene or 
ether. 

In the future, as reports come in. perhaps all parties will be 
satisfied and the advantages of Dr. Gray’s method obtained with 
“ myanesin ” in combination with general anaesthesia, but with 
a wider margin of safety and no respiratory depression. 

There seems a tendency at present for anaesthetists to use 
d-tubocurarine indiscriminately as the solution to all their 
problems ; in the hands of one as experienced as Dr. Gray it can 
only be an advantage, but no one will deny that in the hands ‘of 
the occasional anaesthetist its potential dangers may become 
real.—I am, etc., 


Cambridge. RosBertT I. W. BALLANTINE. 


Child Guidance 


Sir,—Dr. J. A. McCluskie’s letter (April 12, p. 508) illustrates 
the unnecessary confusion that there is on this subject. I 
suspect that, like many current misunderstandings, it is largely 
due to people failing to read, or comprehend, the documents 
that they criticize. Since he refers—although not by its correct 
title—to a recent memorandum produced by a subcommittee 
of which I happen to be the convener, | should be glad of an 
opportunity to correct the misleading impression that may 
result from his interpretation of the subcommittee’s views ; 
although I do so as an individual. The subcommittee is part 
of the Medical Advisory Committee of the Berks, Bucks, and 
Oxon Regional Hospitals Council, not that of the Nuffield 
Trust, although it was set up by virtue of the activities of 
the latter body ; and the memorandum refers to psychological 
medical services in the Oxford region only. It is appended to 
the council’s report on the planning of hospital services in 
that region (January, 1947). Dr. McCluskie implies—para (c) 
—that the subcommittee advocate “double administration 
clinics.” On the contrary, this is the very thing that they 
deprecate. What they advocate is an arrangement very simi- 
lar to that which Dr. McCluskie describes and so obscurely 
calls “the dual scheme . . . under one administration.”. Why 
introduce an element of contentiousness where none exists? 


Most of the authorities that he quotes—and one notable one that 
he omits, namely, the joint memorandum of the R.C.P., the B.M.A., 
and the R.M.P.A. (Supplement, 1945, 1, 111)}—are agreed that the 
psychiatrist, with his essential technical assistants in psychometry 
and sociology, is the man to deal with mental illness and defect in 
children; and that it were better that this team should be integral 
with the health services, although they will probably do some of 
their work in ad hoc school clinics and some in the psychiatric 
department of a general hospital or in a special hospital. Thus they 
can deal with any patient in the place that is best suited to his needs, 
whatever may have been the point of first contact. It would ease 
relationships with education authorities if the distinction were more 
clearly recognized between an educational psychologist with a univer- 
sity training and degree in his subject on the one hand, and the more 
humble psychometrist,; or mental tester, on the other; the latter 
may be an auxiliary techniejan in the psychiatrist’s team or in the 
educational psychologist’s department. But no realist would deny 
the educational psychologist his place, in his own right, within the 
framework of the educational service, for most of his work is far 
closer to education than it is to medicine. Psychiatrists, having 
rightly objected to a tendency, here and there, in the early days of 
this work, on the part of lay psychologists to undertake, often in 
ignorance, the treatment of an ill child, should take care that they 
do not themselves commit a similar kind of offence by encroaching 
too far into the territory of the professional educationist. 

At some points in some cases the two fields will overlap; symptoms 
may be scholastic, treatment medical, or vice versa. In the children’s 
interests, therefore, the administration system, however designated, 
must be such as to provide smooth continuity from provisional 
diagnosis to investigation,-to'final diagnosis, to treatment; no matter 
in what field symptoms arise, no matter through what channel help 
is sought (teacher and school M.O., or parent and family doctor, 
or juvenile court and probation officer), and no matter whether the 
prepotent therapeutic factor lies in the tutorial skill of the educa- 
tional psychologist, in the clinical techniques of the psychiatrist or 
the paediatrician, or in the activities of the social worker. The 


——__ 3 
only way to achieve this is to have an easily worked int 
tive arrangement of people who know their jobs and their j 
tions, and who, while remaining masters in their own ho 

a pretty sound conception of the relevance of the other man’s Work 
and are big enough to refer apprupriate cases to him and le him 
get on with his own job in his own way. 

I should like to dispel the doubts that Dr. McCluskie has 
the subcommittee’s experience of psychiatric disorders in chj 
All of its members have done a considerable amount of work a 
this field, and among them are two former and one 
director of psychiatric clinics for children. The latter is act 
engaged in the work of clinics—managed on lines similar to 
advocated—in a predominantly rural county. This work hag been 
going on for five years and it has not yet broken down as q result 
of geographical considerations in the way that Dr. McCluskie 49 
confidently predicts—he must be very far indeed ahead of th 
planners. 


I hope that controversy on this subject will not be rekindleg 
The great majority of the authorities that have given it og. 
sideration and are versed in its practice are agreed on th 
fundamental principles ; clearly their detailed implementatiog 
must be moulded by the peculiarities of diversely circumstance 
localities ; can’t we leave the matter there? 

And if I may be allowed a personal tail-piece: can't y 
stop, once and for all, using this ridiculous expression “ chilg 
psychiatrist” ? If the words bear their correct meaning they 
suggest a bespectacled prodigy in a school cap rushing hithe 
and thither to treat disordered patients. Who ever heard of 
a “child surgeon,” a “child ophthalmologist,” or a “chil 
dentist” 2? Must we always be different 7—I am, etc., 


Aylesbury. Bucks. IAN SKOTTOWE, 


Medical Ration Book 


Sir,—The size of the medical profession, its geographic 
distribution, and the proportion of its parts are not fortuitoy 
things, but have arisen, rightly or wrongly, in response not t 
needs in a general way but to “effective demand” in th 
special economic sense. The first result of making all demani 
effective by taking medicine out of the market will therefor 
be similar to that observed with other commodities in shor 
supply—namely. there will not be enough to go round. Th 
number of medical items of service necessary to ensure 
theoretical perfection in practice (and to avoid future ques 
tions in Parliament) is limitless and therefore, until the 
majority of the brains of the country can be mobilized and 
applied to the problem of keeping healthy: people well 
making sick people more introspective, some form of rationing 
will have to be devised. 

It would appear that the simplest and fairest system, 
one which is already familiar and highly esteemed, would } 
some form of medical ration book. With the assistance o 
officials from the B.O.T. and the M.O.F. an estimate should 
be made from the supply side (there would obviously be nm 
point in estimating demand as the limiting factor is supply) < 
the number of items of medical service available from year 
to year, and these should be divided up among the tol 
population with special weighting for infants and the aged A 
number of general coupons would be provided in the book, 
vand also pages of coupons for the various specialties, hospital 
beds, surgical operations, drugs, and appliances. One pag 
could contain photograph, finger-prints, blood pressure. identity 
number, height, weight, chest expansion, size of collar an 
shoes, blood-type, number of moles on the body, and othe 
information likely to be helpful in diagnosis. 

The patient would register with a general practitioner fa 
the basic ration as it were, but the specialist coupons could 
used freely (like “ personal points’) as taste or necessity ind 
cated. As the total available services had been accuratel 
estimated, there would be no need to insist that coupons sho' 
be non-transferable. though the possibility of a “ black market 
developing among hypochondriacs might require certain restri¢ 
tive measures. The healthier members of the community co 
hand in coupons which they were not likely. to require duri 
the current period of, say, six munths to a central pool co 
trolled by a panel of consultants, so that there would be 
shortage of, say, “ barbiturate coupons” for patients consult 
ing psychiatrists or of “dental coupons” for orthopaedi 
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a 
patients. The validity of coupons would, of course, have to 
be confined to the area in which they were issued in order to 
avoid excessive travelling to Harley Street in search of health, 
though possibly the nationalization of transport would itself 
in time prevent people from leaving their birth-place without 
adequate reason. However, a few starred coupons could be 
included in each book to allow of consultations with titled 
specialists. Extra coupons could easily be included for those 
in occupations having a high sickness rate. Leucotomy coupons 
could be provided for those engaged in economic planning, and 
euthanasia coupuns for those who, owing to possible visual 
field defects. can see no future to the left of the left. 

The whole scheme has the great merit of being simple and 
easily understood. Book-keeping would be reduced to a mini- 
mum, the cost of the service would be known in advance and 
could not be exceeded, and all the doctors and consultants 
would have to do would be to cut out the coupons and affix 
them to a gummed sheet. Each full sheet would then repre- 
sent a certain sum of money which could be either immediately 
passed for payment or transferred to the Inland Revenue 
Department as an income tax credit.—I am, etc., 


Bournemouth. T. R. AYNSLEY. 


The Plebiscite 


Sir.,—I have noted of late, with considerable misgiving, the 
lack of stimulating correspondence in your columns on the 
proposed National Health Service. 

Between Nov. 16 and 23 last year all members of the 
medical profession received a voting form for the plebiscite 
which was to ascertain how many of us were willing for the 
Negotiating Committee to enter into negotiations with the 
Minister of Health on the new Health Service. The final results 
as published in your issue of Jan. 11 (p. 64) showed that 46% 
voted for and 54% voted against negotiation. A clear majority 
of 8% against negotiation. Two weeks later, however, in the 
Supplemen: of Jan. 25 (p. 9) we were told that “ the Association, 
having considered the final results of the plebiscite and the 
Minister’s letter of Jan. 6 to the Presidents of the Royal 
Colleges . . . is willing that discussions be entered into with 
the Minister.” 

Jt is an axiom of the supporters of the present Govern- 
ment that the Socialist Party has a clear mandate from 
the people to establish a national health service. I have taken 
the trouble to obtain the voting figures for the last General 
Election. The Socialists polled 48%, the Conservatives 36%, 
and all other parties 16% of the total of 25 million votes. 

The Socialist Government therefore represents the wishes of 
less than half the population that voted. Yet a clear majority 
of 8% of doctors was considered an insufficient number against 
negotiation. 

It is time that medical men and women shook off the apathy 
consequent upon six years of war and two years of peacetime 
controls and restrictions and realized that. unless we stand 
firmly together and refuse to co-operate in Mr. Bevan’s health 
service, we shall awake one day to find ourselves bound in the 
bonds of a National Socialist State where the right to question 
the opinions of those in authority is a crime punishable by 
professional, if not physical, death—I am, etc., 


Bromley, Kent, MICHAEL B. CARSON. 


The Chartered Society of Physiotherapy 


Sir,—I should be grateful if you would bring to the notice 
of the medical profession the correct title of the members of 
the Chartered Society of Physiotherapy. Until 1943 our Society 
was known as the Chartered Society of Massage and Medical 
Gymnastics. The new title is a more comprehensive one. and 
the correct designation for a member is that of “ chartered 
physiotherapist ” or M.C.S.P. 

The members of the Chartered Society of Physiotherapy have 
always welcomed the opportunity of close co-operation with 
the medical profession, and patients are only accepted for treat- 
ment when referred by a doctor.—I am, etc., 


W. S. C. CoPEMAN, 


London, W.C.1, Chairman of Council. 


POINTS FROM LETTERS 


Loose Spectacle Lenses 


Mr. J. G. H. Cooper (Portsmouth) writes: I hope that you may 
be willing to give a small part of your space to a subject which 
may help children who, like my own, wear glasses to correct a 
squint. In the course of their use these glasses invariably become 
loose; consequently when cleaning the lenses they are sometimes 
rotated. If this happens, so the optician tells me, the squint far 
from being cured will be made worse. This is so in nearly every 
case of glasses prescribed for squints, which are usually circular. 
Therefore the glasses must be returned for resetting every time it is 
suspected that the lenses have moved. This could be obviated by a 
locating peg in the frame and a notch in the edge of the lens. 


“ Are they, Mum ? ” 


Dr. A. R. SruartT Warpen (Brighton) writes: I recently had 
occasion. to ask a young woman aged about 18 whether her bowels 
were regular. She turned to her mother and said, “ Are they, 


Mum?” It .seems to me that these three words completely sum 
up the modern system of State education. Volumes could say no 
more. 


Volvulus of the Caecum 


Dr. G. C. PetHer (Colchester) writes: Mr. R. H. Gardiner’s 
article (Jan. 18, p. 83) interested me since I reviewed much of the 
literature on volvulus of the caecum some years ago. The dietetic 
factor, which he mentions, is one commonly met in the Balkans 
and certain Slavonic and other countries of Eastern Europe. In 
some of these it is customary to take only one meal a day, and, 
as may be imagined, it is a big meal. Furthermore it contains a 
large amount of roughage of vegetable origin, and apparently the 
accumulation of this large mass in the caecum causes both sagging 
and distension. If I remember rightly the literature from the 
countries mentioned also refers to the high incidence about the 
seventh month of pregnancy. Presumably, since the British diet 
is so different, the percentage incidence in this country is much 
lower. 


Control of Measles 


Mr. H. E_win Harris, F.R.C:S. (Bristol), writes: Dr. A. Crawford 
Mayer’s letter (April 5, p. 475) calls for little comment. Controls 
are ‘not possible in private practice, but during a measles epidemic 
some years ago, which was characterized by a very virulent type 
of otitis media, none of the oiled patients had any complications. 
As a result of my previous letter (March 8, p. 323) I received a letter 
from an ex-nurse, who wrote that she “‘ worked with a doctor at 
the Victoria Hospital, Stepney, on the treatment of scarlet fever 
and other infectious troubles by the use of eucalyptus oil and 
carbolic oil, with very marked success, and had the doctor lived 
I think the treatment would have been far more widely known than 
it is at present. I may say that in the four years I was working at 
the hospital we had only one case of infection, even though we 
nursed all cases in general wards and took no precaution with 
laundry.” 


Price of Vitamin B, 


Dr. Maurice Jowetr (Glasgow) writes: Vitamin B, is being made 
in the United States for 16 cents, or say 10d., a gramme (R. R. 
Williams, Chem Ind., 1947, 66, 123). At this rate a bottle of a 
hundred 3-mg. tablets, which is sold to the public in this country at 
a price of 9s., contains three-pennyworth of the vitamin: 








Fuel Abstracts, a monthly summary compiled by the Fuel Research 
Station of the Department of Scientific and Industrial Research, is 
available to the general public from January, 1947. The summary 
comprises more than 500 abstracts a month of the world literature 
on all technical and scientific aspects of fuel and power. It is pub- 
lished by H.M. Stationery Office, Kingsway, London, W.C.2. During 
1946 more than 6,400 abstracts were provided. Each monthly issue 
includes a subject index, and every six months complete author and 
subject indexes are issued. The summary is printed on both sides 
of the paper. The subscription for this service, now for the first 
time made generally available to technical, scientific, and commer- 
cial bodies, and to individuals, is £2 10s. per annum, covering 12 
monthly issues and two half-yearly indexes, post free. The charge 
is sufficient to cover the cost of printing and postage alone. Indi- 
vidual copies will not be for sale separately. Back numbers prior 
to Jan. 1 are not available. 
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HAROLD MOODY, M.D. 


Dr. Harold Moody, who died in London on April 24 at the 
age of 64, was the founder and president of the League of 
Coloured Peoples. He was also the first negro chairman of the 
London Missionary Society and the first negro president of the 
British Christian Endeavour Union. 

Harold Arundel Moody was born at Kingston, Jamaica, in 
1882 and he came to this country in 1904. A student of King’s 
College Hospital, he won the Barry Prize in 1906 and the 
Tanner Prize in obstetrics and the Todd Medal in 1910. He 
took the Conjoint Diploma in 1911, the M.B., B.S. a year later, 
and proceeded M.D. in 1919. Soon after qualifying he acted as 


medical superintendent of the Marylebone Medical Mission,,. 


and he was also for a time senior clinical assistant in the out- 
patients’ department at King’s. He built up a large practice in 
Peckham and at the same time took an active part in the work 
of the London Missionary Society. Only two years ago he 
became chairman of its African committee. He was also an 
active congregationalist, and his house soon became a meeting- 
place for young West Indians, and later for other coloured 
students. 

In 1931 Dr. Moody founded the League of Coloured Peoples. 
To this body he devoted all the time he could spare from a 
busy general practice. It was only recently that he handed 
over to others the day-to-day business of the League which he 
had previously conducted himself with remarkable persever- 
ance and tact. Not long ago he visited the West Indies, where 
his brother, also a doctor, is in practice, in connexion with a 
new scheme to set up a communal centre for coloured people 
in South London. Dr.. Moody had been a member of the 
British Medical Association for over thirty years. He was also 
on the council of the Save the Children Fund, and as vice- 
chairman of its Child Protection Committee he took a special 
interest in the establishment of a pioneer maternity and infant 
welfare centre in Nigeria. ; 

Dr. Moody was a deeply religious man, and he achieved 
substantial success in his declared aim of showing by his way 
of life and by the force of example that colour was profession- 
ally and socially irrelevant. A familiar figure in the Colonial 
Office and other Government Departments, Dr, Moody won 
the respect and admiration of all those with whom he came in 
contact. He is survived by a widow and six children, of whom 
two are members of the profession. 


G. HARRISON ORTON, M.D. 


Dr. George Harrison Orton, one of the pioneers of radiology, 
died on April 18 in St. Mary’s Hospital, at the age of 74. The 
eldest son of the late George Hunt Orton, F.R.C.S., he was 
educated at Charterhouse School, Trinity College, Cambridge, 
and St. Bartholomew’s Hospital. He took the M.A., the M.B., 
B.Ch., and the Conjoint Diploma in 1901. and proceeded M.D. 
in 1906. Even before 1906 he was writing on the value of 
radiology in the diagnosis of diseases of the chest, and thirty 
years later he contributed an article to the British Journal of 
Radiology on the importance of calcium changes in diagnostic 
radiology. Other papers from his pen were on the diagnosis- 
of renal and ureteric calculi, and he was also responsible for 
several articles on x-ray therapy. Dr. Orton was successively 
radiologist to the King George V Military Hospital, medical 
officer in charge of the x-ray and electrical department of the 
Royal Free Hospital, and chief assistant in the x-ray depart: 
ment at Bart's. «FOr many years he had been consulting 
radiologist to St. Mary’s Hospital, to the Graylingwell Mili- 
tary Hospital at Chichester, and to the National Hospital for 
Diseases of the Heart. 

In 1913 he was secretary of the section of radiology at the 
seventeenth International Congress of Medicine, which was held 
in London in that year. He was a member of the council of 
the Medical Society of London and a former president of the 
electrotherapeutic section of the Royal Society of Medicine. 
Dr. Orton acted as secretary of the section of electrotherapeutics 


————— 
and radiology at the Annual Meeting of the B.M.A. in 1911 

he was president of the section of radiology at the 1933 mee re 
He was also joint secretary of the British X-ray and Radium 
Protection Commission and was an examiner in radio] fi 
Cambridge University. In his. earlier days he was anol 
with the Cheyne Hospital for Sick Children and Mount Ve = 
Hospital. Like others who were interested in radiology Ae 
all its dangers were fully realized, Dr. Orton paid a heavy bs 
for the contributions he made to its development. His ph 
sufferings were patiently borne and he had the Satisfaction of 
seeing the subject to which he contributed so much become 
full-grown specialty. ° 


Dr. CHARLES JAMES BOUCHER died at his home j 
Co. Down, on March 16 at the age of 70. A student of Queer 
College, Belfast, Dr. Boucher qualified in 1903. Not rr 
afterwards he was serving as a surgeon-commander in Ching 
and in other parts of the Far East. In 1909 he settled in 
Donaghcloney, where he built up a large general practice He 
had been a member of the British Medical Association since 
1905, and was chairman of the Portadown and West Down 
Division in 1922 and honorary secretary of the division for 


over ten years. He was also president of the Banbridge Practi- : 


tioners’ Club. Apart from his professional interests, h 

the British Legion as vice-president of the local branch, a ro 
played cricket and golf, and was a keen angler. ‘ On his retire- 
ment from active practice, because of failing health, he took 
a house in Ballyholme, Bangor, and he had been there for a 
few months before his death. He is survived by his wife. g 
daughter, and a son who is in the profession. , 


Dr. JAMES LIVINGSTON Morton died in London on March 2] 
at the age of 47. Inheriting considerable wealth at an 
age, Morton travelled extensively and did not start his medical 
studies at Queen’s University, Belfast, until he was in the late 
twenties. He qualified in 1934, and was a colourful and popu- 
lar figure. He had been in practice at Surbiton and later at 
Coulsdon. 


A colleague writes: I knew Morton as a student with an 
amazing gift for languages and caricature drawing, together 
with an equally remarkable ability to size people up. His 
generosity was lavish and several students who fell upon hard 
times were enabled to continue their studies through his 
benevolence. Morton practised first at Surbiton and later at 
Coulsdon, where he died. He was very successful in both 
practices and very popular with all who knew him; but his 
heart was in Northern Ireland where he spent his youth, and 
few persons were so well known and well liked there. Hundreds 
of Ulstermen will miss him and mourn his loss. 


Dr. HoRACE CHARLES COLYER died at his home in Croydon 
on March 26 aged 63 years. Born at Ryde in the Isle of 
Wight in 1884, the son of a dental surgeon, he decided to 
follow his father’s profession and entered the Royal Dental 
Hospital, where he took his L.D.S. in 1905. He obtained his 
conjoint diploma in 1907 at University College Hospital. 
Returning to the Royal Dental Hospital he became house- 
surgeon and later demonstrator, after which, in 1910, he 
settled in Guildford in dental practice. In 1914 he joined 
the R.A.M.C. as one of the original six dental surgeons posted 
to a C.C.S. at Hazebruck. Later he transferred to medical 
duties and was attached to the R.F.C. In 1917 he was gassed, 
and this seriously affected his health and career. After the 
war Charles Colyer soon realized that as a result of the damage 
to his sight by mustard gas he would be unable to continue as 
a dental surgeon. His interest in dental radiology made him 
take up the career of radiologist and after studying at 
Liverpool he began to practise in Croydon. He.held appoint- 
ments as radiologist to the Purley and District War Memorial 
Hospital, to Princess Elizabeth’s Hospital, to the Mayday 
Hospital, Croydon, and to All Saints’ Hospital. In 1937 he 
published an article on tomography, a branch of his work in 
which he was much interested. The apparatus he used. was 
largely constructed by himself ; he had considerable mechanical 
ingenuity combined with manual dexterity. Early in the recent 
war a land mine destroyed his house and consulting rooms, 
luckily without injury to himself. Some of his apparatus was 
saved and he was able ‘to form a partnership with a colleague 
who was similarly placed and continued in practice until last 
year, when. owing to increasing disability, he retined. Charles 
Colyer had been a member of the British-Medical Association 
for many years. His straightforward and simple character 
endeared him to all with whom he came in contact and m 
sympathy will be felt by his friends for his widow. ~ 
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Dr. JOHN STEVENSON MITCHELL, of Bridge of Allan, Stirling- 
“died suddenly on April 4 at'the age of 65. Dr. Mitchell 
a student of Edinburgh University. He qualified in 1905 
na took the F.R.C.S.Ed. in 1909. After a period as house- 
0 eon and house-physician at the Edinburgh Royal Infirmary, 
Dr Mitchell acted as assistant to Dr. Henderson, of Galashiels. 
He took up practice in Bridge of Allan in 1912. During the 
frst world war he served with the R.A.M.C. in the Middle 
Fast. When he was demobilized he returned to his practice 
and ‘entered into partnership with Dr. Welsh. In the recent 
war Dr. Mitchell acted as medical officer of the Stanley House 
Auxiliary Hospital, and he continued his work as a lecturer 
and examiner for the Red Cross. He had always led a busy 
professional life and he died only a few hours after completing 
his usual day’s work. 


Dr. WiLFrID BooTHBy BLANDy, of Nottingham, died at the 
age of 68 on April 1. Dr. Blandy took the L.D.S., R.C.S. in 
1900, and the M.R.C.S., L.R.C.P. in 1902. He was a house- 
surgeon at Charing Cross Hospital, where he had received his 
medical training, and for many years he practised in Notting- 
ham. He served in the Middle East with the R.A.M.C. from 
1917 to 1919, and soon after his return to Nottingham he was 
elected to the local council as a member for Meadows Ward. 
He was president of the Nottingham Medical Society in 1938, 
and he had a great deal to do with the establishment of the 
new sanatorium at Newstead. One of his principal interests 
was work in connexion with the Nottingham branch of the 
British Red Cross Society, of which he became county director. 
He was also a member of the University College Council and 
had been chairman of the Board of Governors of the Notting- 
ham High School. Dr. Blandy, whose death will be regretted 
by all who knew him in the Nottingham area, is survived by his 
widow and two sons. 


Dr. Fritz WEIGERT, director of the physico-chemical depart- 
ment of the research institute at Mount Vernon Hospital, died 
on April 13. Born in 1876, Fritz Weigert during his seventy 
years of life achieved much. Appointed to Nernst’s Institute 
in Berlin in 1905, he went on to Berlin University as lecturer in 
chemistry in 1908. In 1914 he was appointed professor of 
scientific photography and photochemistry at Leipzig. From 
then on there came a continuous flow of research papers ranging 
over the fields of physical chemistry, photochemistry, and 
photographic methods applied to chemistry. During this period 
also he wrote a number of books, in particular the well-known 
Optische Methoden der Chemie. In 1936 he came to England 
and, at an age when most men would willingly have retired, 
Fritz Weigert started life anew. With the enthusiasm and 
energy that were so typical of the man he threw himself into 
the task of building a new career in a new country. Whilst 
holding a fellowship at Glasgow University he continued his 
research work. Then in 1939 came the change to an entirely 
new field. Applying his favoured optical methods he worked 
at Mount Vernon Hospital, Northwood, and was soon re- 
sponsible for a series of papers adding to our knowledge of 
the metabolism of the chemical carcinogens. He was working 
at this problem right up to the day of his death. Away from 
the scientific work which was the mainspring of his life Fritz 
Weigert was a charming and cultured host and companion. 
Despite almost total deafness an argument was entered into 
with zest and enlivened by many a witticism and penetrating 
comment. The loss of this versatile scientist, whose enthusiasm 
and energy never flagged, is deeply regretted by a host of friends, 
ry sympathy is extended to his widow and two children. 

Bot 








The Services 








Captain (now Temporary Lieutenant-Colonel) P. C. Mitchell, M.C., 
has been awarded the Efficiency Medal (Territorial). 


DEATHS IN THE SERVICES 

Lieut.-Col. CHARLES AIKMAN GourLay, D.S.O., died at his home 
at Carrbridge, Inverness-shire, on April 5, at the age of 69. A 
student of the University of Glasgow, he qualified M.B., Ch.B., in 
1900, proceeding M.D. in 1912. Col. Gourlay joined the I.M.S. 
after serving at Netley Military Hospital. He spent mahy years in 
India and was for some time attached to a Gurkha unit. He served 
in Mesopotamia during the first world war, and he retired in. 1924. 
On his return to this country he lived at Aberfoyle and in 1928 
became physician-superintendent of Erskine Hospital, which post 
he Tetained for twelve years. During the second world war he was 
a liaison officer with the Ministry of Health. 





Universities and Colleges 





UNIVERSITY OF CAMBRIDGE 


Titles of degrees of M.A,, M.B.,. B.Chir., were conferred by 
diploma on Mrs. E. W. Higgens in March. 


UNIVERSITY OF DUBLIN 
ScHOOL OF Puysic, TRINITY COLLEGE 


Lord Horder delivered the inaugural Frederick Price Lecture on 
“‘ The Place of Nutrition in Social Medicine ” in Dixon Hall, Trinity 
College, on May 1. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At a quarterly meeting of the Council of the College held on 
April 10, with Sir Alfred Webb-Johnson, Bt., President, in the 
chair, Dr. S. S. Beare and Dr. E. H. R. Altounyan were elected 
Fellows of the College, being Members of over twenty years’ 
standing. A Diploma of Fellowship. was granted to P. D. 
Trevor-Roper. 

The Begley Prize was awarded to Mr. Ronald Charles Jordan, of 
Cardiff. 

Prof. W. E. Gye, F.R.S:, and Dr. James Craigie, F.R.S., were 
appointed Imperial Cancer Research Fund Lecturers for 1947. 

It was decided to hold an additional Primary examination fo: 
the Fellowship in July. 

The subject for the Jacksonian Prize for 1948 is ‘“* Malignam 
Disease of the Thyroid Gland.” 

The category of those entitled to attend the College monthly 
dinners was widened so as to include Fellows (when elected) and 
Licentiates in Dental Surgery, holders of any of the specialist post- 
graduate diplomas, and all postgraduate students of the College, 
together with their wives and guests.- 

The following hospitals were recognized in respect of the posts 
mentioned, the tenure of which is required of candidates for the 
Final Fellowship examination: Demerdash Hospital, Egypt (House- 
surgeon and Resident Officer); Paddington Hospital (Assistant Medi- 
cal Officer); Royal Buckinghamshire Hospital, Aylesbury (Senior 
House-surgeon and Supernumerary House-surgeon). 

Diplomas in Tropical Medicine and Hygiene and in Child Health 
were granted, jointly with the Royal College of Physicians of London. 
to the following successful candidates: 


DIPLOMA IN TROPICAL MEDICINE AND HyGiene.—H. E. Al-Abed, H. 
Annamunthodo, D. W. Bell, R. H. Bell, J. S. Calnan, M. V. Chari, F. G. 
Domaingue, A. EI-S. Eissa. H. S. Fuller, V. V. Gharpure, D. J. Gilbert, J. Harper, 
L. Jacobson, V. N. Jai. S.-K. Kaan, E. Kertész, R. R. Lam, J. I. Lesh, K. H. Lim, 
J.P. P. Mackey, R. D. Maclean, R. C. Macleod, G. Y. Nan, M. G. Nelson, 
Y. H. Ng, Q. Pasha, S. » 1. B. Patwari, A. Qattan, R. V. Rele, S. C. 
Sanghani, A. O. Sasegbon, K. S. Seal, I. H. Syed, W. J. U Tin, J. M. Vaizey, 
A. J. N. Warrack, Dorothy W. Wells, J. P. F. Whelan. 

DIPLOMA IN CHILD HEALTH.—Esmé Abelheim, J. M. Alexander, R. Asquith, 
J. N. Berry, D. W. Beynon, D. M. Brierley, Margaret Brodigan, J. Brody, J. C. 
Brown, R. W. W. Brown, Janet Cameron, W. A. B. Campbell, F. S. Carter, 
R. H. Caughey, Roma N. Chamberlain, N. A. Daniel, H. H. Davies, H. L. Ellis, 
Edith M. Evans, C. G. Fagg, D. M. Foubister, Elsie C. Gibbons, Mildred C. Green, 
Joan Guy, H. Habibis, N. Hamlin, Margaret A. Hay, Frances A. Hepburn, 
J. B. Heycock, Patricia E. Hingle, A. Holzel, J. N. Horne, Margaret E. Hughes, 
J. Jacobs, A. P. Kalra, Nora Kelly, Doreen M. King, P. Kushlick, J. H. Lawrence, 
Joan M. Levett, M. E. MacGregor, Runa B. Mackay, G. F Maggioni, S. L. 
Malhotra, N. M. Mann, Betty M. Margetts, P. Maurice, Lilian Morris, P. D. Moss, 
E. F. Murphy, A. P. Norman, W. H. Opie, A. Pulley, A. N. Pearson, V. R. Pickles, 
B. W. Powell, P. M. M. Pritchard, E. P. Quibell, Joan M. Redshaw, Attracta G. 
Rewcastle, F. Rousseau, G. R. Royston, A. Russell, Isabel S. Smellie, Marion E. 
Smith, a“ M. P. Snow, Margaret H. Stanfield, J. H. Steeds, Eluned M. 
Steven, J. K. Steward, Marian E. Sturrock, Laura Thompson, J. P. M. Tizard, 
1. P. Todd, A, B. Tompkins, Vivien V. Tracey, G. B. R. Walkey, Pauline H. Webb, 
R. C. Webster, R. H. White-Jones, Llary M. Williams, D. A. J. Williamson. 


The following lectures will be delivered at the College (Lincoln’s 
Inn Fields, W.C.): May 8, 5 p.m., Hunterian Lecture by Prof. J. B. 
Macalpine, “‘ Bladder Growths, with Special Reference to Growths 
occurring in Workers in Aniline Dyes.” May 14, 5 p.m., 
Arris and Gale Lecture by Prof. F. Wood Jones, “ The Hall- 
marks of Humanity.” May 15, 5 p.m., Hunterian Lecture 
by Prof. Rodney Smith, “Intestinal Decompression in the 
Treatment of Acute Obstructions.” May 22, 5 p.m., Arris and 
Gale Lecture by Prof. Lambert Rogers,. “ Ligature of Arteries, 
with particular reference to Carotid Occlusion and the Circle of 
Willis.” May 29, 3.45 p.m., Erasmus Wilson Demonstration by 
Mr. L. W. Proger, Pathological Specimens in the Museum. 
The lectures are open to those attending courses in the College and 
also to all other medical practitioners and advanced students. ; 

A course of 72 Lectures in Anatomy, Applied Physiology, and 
Pathology will be given at the College from July 1 to 31 and from 
Sept. 1 to 30 on Mondays, Tuesdays, Wednesdays, Thursdays, and 
Fridays at 3.45 p.m. and 5 p.m. The fee for the whole course is 
£16 16s. Fellows and Members of the College and Licentiates in 
Dental Surgery will be admitted on payment of £12 12s. It will not 
be permissible to take one or two subjects only. Applications, 
accompanied by a cheque for £16-16s. or £12 12s., should be sent, 
to the assistant secretary, Royal College of Surgeons of England, 
Lincoln’s Inn Fields, W.C.2. ' j 
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CONJOINT BOARD IN SCOTLAND : ; 
The following candidates, having passed the final examination, have Medical Notes in Parliament 
been admitted L.R.C.P.Ed., L.R.C.S.Ed., and L.R.F.P.&S.Glas. : 
ss 


M. S. Barnett, H. Y. Caldwell, R. H. Freedman, J. McD. Hanley, W. P. Hanley, 
Elroy, H. Mcintyre, R. D. Watssman, E. 


ella M. 


G. McDermott, Josephine B. Mc 
G. P. de S. Wijesekera, Mari 


Weiswasser, A. MacD. Westwater, N. 
Williams. 











Medico- Legal 





TEMPORARY TREATMENT AND DIVORCE 
[From ouR MEDICcO-LEGAL CORRESPONDENT] 


Divorce for insanity, introduced by the Matrimonial Causes Act 
(“ Herbert’s Act”), 1937, was a complete innovation, and the 
provisions governing it were drawn very carefully and are 
interpreted very strictly. In the result several anomalies have 
come to light which inflict undue hardship on petitioners whose 
cases happen to fall just outside the boundary line. Under 
Section 2 (d) a petition for divorce may be presented on the 
ground that the respondent is incurably of unsound mind and 
has been continuously under care and treatment for at least five 
years. The words “care and treatment” are precisely but 
somewhat narrowly defined. Section 3 says that a person of 
unsound mind is under care and treatment while (inter alia) he 
is detained in pursuance of any order or inquisition under the 
Lunacy and Mental Treatment Acts, or while he is receiving 
treatment as a voluntary patient, if such treatment follows 
immediately on a period of detention. 

Temporary treatment is not mentioned in the Act at all. It 
was instituted by Section 5 of the Mental Treatment Act, 1930, 
which says that a patient likely to benefit by it may be received 
as a temporary patient on a written application but without a 
reception order. The official form of application “ requests ” 
the person in charge of the hospital to receive the patient. The 
question whether temporary treatment counts as “care and 
treatment” under Herbert’s Act had often been asked, but has 
only recently, ten years after the passing of the Act, come 
before the Court in a pure form. 

In Benson v. Benson (1941, P. 90) the respondent was admitted 
as a temporary patient, and after six months the Board of 
Control “ directed ” the period of treatment to be extended for 
three months: the patient was discharged relieved before the 
end of the second period but was admitted at once into another 
hospital as a voluntary patient. Lord Merriman, the President, 
found that the direction of the Board extending the period was 
an order. In the latest case, Whitley v. Whitley (1946 2 All E.R. 
726), the wife was admittedly incurable and had admittedly 
been under care and treatment for more than five years. 
In December, 1936, she was received as a temporary patient 
shortly after childbirth. After six months she was discharged 
relieved, but was readmitted as a voluntary patient, and she had 
been in hospital ever since. There was no such direction as had 
been made in the Benson case, as only the initial period of six 
months was involved. Counsel urged that the procedure by 
which a patient is admitted to temporary treatment ought to be 
treated as an order. Mr. Justice Barnard, however, could not 
agree and felt himself bound to deal with the Act as he found 
it. He could not by any stretch of imagination call an appli- 
cation an order, nor a request an authority. His decision seems 
logically unassailable, but leads to the absurd position that an 
extended period of temporary treatment counts for divorce 
while the original period does not. Although the wife was 
properly detained as a temporary patient, she was not detained 
in pursuance of any order. 

The judge referred-shortly to a case heard a few months 
earlier, but not then reported, in which a relieving officer 
directed a married woman to be removed to a mental hospital ; 
two days later her husband took her away and she went into 
another mental institution as a voluntary patient (Crutchfield v. 
Crutchfield). Mr. Justice Jones said in that case that the 
relieving officer had not given any order but had merely taken 
action under Section 20 of the Lunacy Act, 1890; and later 
voluntary treatment therefore’did not count for divorce. These 
two cases provide the latest addition to a long list of amend- 
ments which call loudly for insertion in Herbert's Act when 
Parliament can spare the time. 








SCOTTISH HEALTH SERVICE BILL 


The National Health Service (Scotland) Bill was recomm; 
on April , toa ereng ng = the — House of Com en 
in respect of amendments in the name of the Secreta 

for Scotland. 1t= 

On Clause 5 Mr. Westwoop moved an amendment to 
clear that the charges to be paid by private patients were to 
cover the cost falling on public funds. This amendment was. 
accepted. 

On Clause 22 Mr. Westwoop moved to insert a_ provision 
that where arrangements provided for the supply of anythj 
prescribed, not being a drug, a medicine, or an appliance of 3 
type normally supplied, the local:authuority may recover from 
any person so supplied such charge as the authority may deter. 
mine. He instanced the supply of milk, orange juice, and coq. 
liver oil. He said the Government did not intend to authorig 
charges for the supply of anything which was provided as an 
integral part of health treatment. The line was a difficult one 
to draw, and under the Clause in the form proposed the House 
= Commons would now determine where the line was to be 

rawn. 

Col. WALTER ELLIoT said that under the proposed words the 
local authority could recover from any person the cost of milk 
or of cod-liver oil. Nothing discouraged the mothers of yo 
children from applying for such things so much as the long aa 
complicated regulations. He did not believe that the solution 
proposed by Mr. Westwood met the wishes of the House. 

_ Mr. Westwoop said that responsibility for providing cod- 
liver oil and milk was national and the House was dealing with 
local authority responsibility. 

Sir THoMAS Moore asked whether, if an iron lung was re 
quired and had to be brought from a distance, it had to be paid 
for by the person who needed it. 

Mr. BUCHANAN said that was not an appliance supplied bya 
local authority. The Clause covered purely personal appliances, 
After further debate the amendment was accepted 

On the motion of Mr. Westwoop the House agreed to leave 
out subsection (4) of Clause 22. This amendment deleted from 
the Bill the provision which sought to make the local health 
authority the local authority for the purposes of Part I of the 
Children and Young Persons (Scotland) Act, 1937. An amend 
ment was accepted to Clause 29 to bring into operation on the 
passing of the Act without waiting for the appointed day a new 
Clause authorizing local authorities to contribute to expendi- 
ture incurred by a:body set up to advise on the co-ordination 
of health services in each area. 

On Clause 64 an amendment was accepted on the motion of 
the Lord Advocate, Mr. G. R. THomson, authorizing the maki 
of reciprocal arrangements between Scotland and England 
Wales or between Scotland and Northern Ireland to safeguan 
the superannuation rights of persons transferred to employ- 
ment in health services in those countries. After debate 
Clause 64 as amended was ordered to. stand part of the Bill. 


Local Authority Research and Co-ordination 


Mr. Westwoop then brought forward a new Clause enabling 
local authorities to carry out research connected with their owt 
health service functions. He instanced inquiries into the valu 
of various forms of care or after-care services, studies of the 
effectiveness of child-welfare centres, and inquiries into the 
effects of environment on health. 

Col. ELLioT saw a danger of overlapping. He pointed ou 
that under the Clause the Regional Hospital Board and the 
Board of Management would have power to conduct research 

Mr. WESTWOOD, in reply to questions, said there was a poss 
bility that research being carried on by local authorities might 
be stopped if the power was not provided in this Clause. If 
they claimed under the amendment for research which wa 
carried through’ and the Secretary of State approved the claim 
they would get grants. The Clause was added to the Bill. 

Mr. WeEstTwoop moved a further new Clause. He said day 
to-day co-ordination would be secured by close contact between 
the personnel responsible for administering the three divisions 
of the Health Service, and to facilitate liaison the Secretary of 
State would be in a position to encourage the establishment 
non-statutory local committees in which representatives of al 
three divisions would take part. These committees would no 
have executive powers but would meet regularly to discuss tht 
whole field of health services for the area, and their findin 
would go forward as recommendations to the Regional Hosp 
Boards, the Executive Councils, or the local authorities. 
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ss 
new Clause authorized a contribution by a local health authority 
towards expenditure incurred by a co-ordinating committee. 
The Clause was read a second time. The Eleventh Schedule 
was technically amended, and the Bill was then reported as 
amended on recommittal and was immediately considered on 


Report. 
REPORT STAGE 


Mr. WesTwoop moved to insert in Clause 5 a proviso “ that 
no accommodation shall be set aside (for private patients) unless 
there will remain available, as part of the hospital and specialist 
services, for other patients, at least as much accommodation as 
was immediately before the appointed day available free of 
charge or at hospitals vested in local authorities.” He said the 
object of Clause 5 was to encourage front-rank specialists to 
come into the Service. It enabled specialists to treat patients 
of their own who wished to continue as private patients in 
accommodation as physically convenient as possible to the 
specialist’s work for ordinary patients within the Service. The 
number of specialists was considerably short of the numbers 
required to provide an efficient service for the whole popula- 
tion. No specialist would be compelled to come into the new 
Service and it was therefore important that the Secretary of 
State should do everything to encourage them to spend the 
maximum time within the Service. Since the Committee Stage 
he had had discussion with the Scottish specialists which made 
it clear to him that the success of the new Service would be 
prejudiced if the facility proposed in the Clause was not 
extended to them. Other objections had been expressed. On 
balance it seemed to him the right thing to do was to retain 
the Clause, but there was no question of so operating it as to 
reduce the number of beds available free of charge below the 
number so available immediately before the new Service came 
into being. Scottish specialists had never suggested such a 
reduction. He therefore proposed the insertion into the Bill 
of this proviso which would provide a statutory safeguard 
against any reduction. He recognized that for a long time it 
would not be pussible to set aside more than a very small 
proportion of new hospital accommodation or of equivalent 
accommodation in existing hospitals. 

Col. ELtiot said the Opposition accepted the doctrine that 
the transfer should not diminish the number of free beds avail- 
able, but held also that the transfer should not diminish the 
number of paying beds available. The Standing Committee on 
the Bill had felt that paying beds and free beds ought to be 
mixed and not segregated into nursing homes on one side and 
hospitals on the other. 

Mr. BUCHANAN said the amendment safeguarded the present 
number of free places and that number would be the minimum 
and not the maximum. 

Cmdr. GALBRAITH moved to add to the proposed amend- 
ment a proviso that accommodation previously used for pay- 
ing patients should be so set aside unless the result would be 
to diminish accommodation hitherto available free to patients. 
This amendment was defeated by 222 to 81 and the amend- 
ment moved by. Mr. Westwood was inserted in the Bill. 


Hospital Endowments 


On Clause 7 Col. ELLIOT moved to provide that the liabilities 

associated with endowments and to be transferred with them 
should be such as were reasonably connected with the indi- 
vidual property or properties taken over Mr. BUCHANAN said 
the Government could not see its way to accept the amendment 
as it did not know the liabilities concerned. Col. ELior 
appealed to Mr. Buchanan to consider whether some form of 
words could be proposed in the House of Lords to ensure that 
endowments would not be unreasonably divorced from the 
original intention of the donors. Mr. BUCHANAN said the 
Government would look into this point again, and Col. Elliot 
withdrew his amendment. 
_ Mr. BUCHANAN moved to amend Clause 8 by varying the 
instructions to the Hospital Endowments Commission on the 
principles governing schemes for the management or transfer 
of endowments. The amendment instructed the Commission 
to have special regard to the spirit of the intention of the 
founder or donor and in particular to conditions intended to 
preserve the memory of any person or class of persons ; also 
to the extent to which the original purpose of the endowment 
was provided for by a public service or otherwise, and finally 
to the interests of the hospital and specialist services. The 
House agreed to the amendment. 

Cmdr. GALBRAITH moved to omit from subsection (6) of 
Clause 8 the words which authorized the Secretary of State 
when approving any scheme submitted to him by the Hospital 
Endowments Commission to do so with modifications, including 
additions or exceptions. He said it was extraordinary that the 
Bill should set up an Endowments Commission and yet that 


the Secretary of State should take power completely to alter 
a scheme. 

The Lorp ApvocaTe said that if this amendment were 
accepted the Secretary of State would have no tatitude at 
all. If any substantial modification were made which had 
not been agreed by the Commission the order when laid before 
Parliament would be accompanied by a’ White Paper setting 
out the modifications. By 234 to 76 the House decided to 
retain the original wording of the Bill. 

On Clause 9 the LorD ADVOCATE moved an amendment 
making less strict the provisions to prevent diversion of 
hospital funds between the date of publication of the Bill 
and the appointed day. Col. ELLIort accepted the amendment 
and said it was an improvement. The House agreed to it. 

On‘Clause 12 Col. ELLIoT moved an amendment providing 
for the laying before Parliament of any scheme dealing with 
the functions of regional hospital boards and boards of manage- 
ment which had been brought forward by a board and had 
been modified by the Secretary of State. He said such a 
provision was more necessary because Mr. Westwood had not 
left the teaching hospitals so far out of the picture as they had 
been left in the English Bill. The regional boards would 
have much greater powers in Scotland than in England, and 
if Mr. Westwood had not approved the scheme which had 
been submitted by a board he should lay this scheme before 
Parliament. 

The Lorp ADvocaTE said the amendment would introduce 
a too formal element into the relationship between the Secre- 
tary of State and the regional boards. Other methods of 
publicity might be utilized instead of the submission of the 
scheme to Parliament. Col. Elliot’s amendment was rejected 
by 235 to 70. 


Health Centres 


On Clause 15 Col. ELtior moved to amend the subsection 
authorizing the Secretary of State to delegate to a local health 
authority any of his functions under the Clause ; such delega- 
tion should follow the holding of an inquiry. He said the 
medical profession would feel more content if the amendment 
were adopted. 

Mr. WeEstwoop said he did not intend in the early experi- 
mental years of a new service to delegate any health centre 
functions to local authorities. When the stage of delegating 
functions was reached, the nature of the delegation would be 
worked out in consultation with the professional people con- 
cerned and would not be irrevocable. So far as he was con- 
cerned such delegation would never take place except on 
agreement with the local health authority concerned and after « 
consultation with the Executive Council, medical and other 
appropriate bodies in the area, and doctors and dentists work- 
ing at the health centre. A formal inquiry would be too 
elaborate. Col. Elliot withdrew his amendment. 

On Clause 27 Mr. Westwoop secured acceptance of an 
amendment authorizing a local authority to recover payment 
for services under this Clause. He instanced the possibility of 
charges for the supply of extra foodstuffs, fuel, and bedding. 


Distribution of Medical Practitioners 


On Clause 33 Cmdr. GaLBRAITH moved to authorize the 
making of regulations requiring the Scottish Medica! Practices 
Committee to survey each area or part of an area and to 
report on the number of medical practitioners necessary to 
provide an adequate service. He said those about to enter 
the profession should have some knowledge of over-doctored 
and under-doctored areas. 

Mr. BUCHANAN could not accept the amendment. A vacancy 
arising in a district would be advertised in the medical press. 
In considering whether an area was over-doctored the question 
of the health of the doctors had to be considered. and the mere 
numbers might be misleading. The Scottish Office took the 
view that the best way to make vacancies known was by 
advertisement in the professional journals. The Government 
would see that the young doctors knew the position through- 
out Scotland. Mr. Westwood would make his officials 
accessible at all times to the young doctor and they would 
set the exact picture of the country before him. The amend- 
ment was withdrawn. 

Mr. THORNTON-KEMSLEY on Clause 34 moved to insert a 
declaration that if premises previously used by a medical 
practitioner were sold at a public auction by. that’ medical 
practitioner or by his personal representative such should not 
be deemed to be a sale of the goodwill or part of the good- 
will of the practice of that practitioner. He said that until the 
hammer fell the seller would not know whether a doctor was 
going to buy or another man. Once the hammer fell a contract 
had been made and it would be impossible for the vendor to 
say that he would not sell to a doctor. 
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The Lorp Apvocate held that the amendment was not neces- 
sary. Where a ductor’s house was sold at a genuine auction, 
there could be no danger of prosecution. The fact that a sum 
was paid at such an auction by a purchaser who had no prior 
agreement with the seller would negative any sugyestion that 
the price contained an element of goodwill. The proposed 
amendment was rejected by 226 to 70. 

On Clause 35 Cmdr. GALBRAITH moved to provide that com- 
pensation should be payable when the medical practitioner 
concerned reached the age of 65, or had retired, or had died. 
The Bill before the House recognized only the last two 
contingencies. 

Mr. BUCHANAN said the subject had been exhaustively dis- 
cussed in Standing Committee, but he hoped to.go some way 
towards meeting Cmdr. Galbraith. At-any time, and not only 
at the age of 65, a doctor, because of overwork. or ill-health, 
might wish to sell his practice and buy one of less value. 
Mr. Buchanan reminded the House that he had already agreed 
that a young doctor going abroad or going into local authority 
work would get his money as would the young doctor who 
was overloaded with debts through buying his practice. The 
Government now proposed to prescribe conditions so that a 
marr who retired because of ill-health, to go into a smaller 
practice, might get either the whole or part of his money at 
once. When a man of 65 retired he retired completely. The 
case which Mr. Buchanan’s medical representatives thought 
should be met was the man who suffered a breakdown in health 
at 40 to 50 years but who did not wish to retire from work .and 
was seeking an easier life. The Government would meet that 
class of case at any age by paying the whole or a portion of 
the sum to which the doctor was entitled. Cmdr. Galbraith 
withdrew his amendment. 


Disqualifications and Disputes 


On Clause 41 the House accepted an amendment proposed 
by Mr. BUCHANAN authorizing the giving of information to any 
person who was the subject of an inquiry of the grounds on 
which any disqualification had been imposed in his case. 

The House then rejected by 228 to 71 an amendment pro- 
posed by Col. Exttiot on Clause 42. This amendment would 
have provided that any order made by the Secretary of State 
dispensing with requirements under the Act should be laid 
before Parliament. 

On Clause 45 Mr. BUCHANAN moved to provide that in any 
dispute the Secretary of State should cause an inquiry to be 
held at the request of either party, unless satisfied that in the 
special circumstances such an inquiry was unnecessary. This 
was accepted. 

Drafting amendments were made in Clauses 57 and 63. On 
Clause 68 the period during which any action or proceedings 
shall be brought against any authority or officer was changed 
from two months to twelve months. Formal changes were 
made in Clause 71, and Mr. Westwoop gave Col. Elliot an 
assurance that amendments put down by the Opposition to 
this Clause would be considered before the passage of the Bill 
through the Lords. An amendment proposed by Cmdr. 
GALBRAITH to ensure that schemes put forward by the Hospital 
Endowments Commission should be submitted to a_ positive 
resolution of both Houses of Parliament was negatived. A 
drafting amendment was made in Clause 77 to make it clear 
that the Clause applied only to the use of the word “ asylum ” 
under the Lunacy Act. This concluded the Report Stage and 
Mr. Westwoop immediately moved that the Bill be read a 
third time. 


THIRD READING 


Mr. Westwoop said that if the Bill was passed substantially 
in its present form the Government hoped to fix April 1, 1948, 
as the appointed day. The Bill put squarely on public authori- 
ties the duty to provide all necessary facilities needed for the 
health care of all the people. The members of the Scottish 
Health Services Council and its standing advisory committees 
would be chosen for their ability to give the Secretary of State 
expert advice on all the problems which would arise in fitting 
together the various component parts into a unified service, 
giving everyone access to any kind of specialist treatment which 
they required. Regional boards and buvards of management 
would be chosen from people with interest in, and knowledge 
of, the hospitals they were to administer. The Bill made it 
possible for the best features of the voluntary hospital system 
to be maintained.. Eadowments were left in the hands of 
the boards of management and regional hospital boards to 
be expended at their discretion. The Bill placed a duty upon 
the Secretary of State to provide facilities in the hospital. service 
for the teaching of medicine. It allowed the largest number of 
hospitals to come into the teaching field and to share in the 


advantages which that work could confer. Without any 
passing by the State upon the responsibility of the teach 
and licensing authorities the Bill brought these authorities f 
into the administration of the hospital service so far 7 
affected them. Local authoridies were given power for in ; 
tant developments in prevention and treatment. In future 
would be available to everyone the care and attention of 
family doctor of the patient's own choice without any need : 
count the cost. The Bill did not confer any power to dj . 
individual doctors to work in particular localities or at pa a 
lar jobs. The passing of the Bill would not produce More 
doctors overnight, but the organized service which it prov; 
with the new system of remuneration which the Govern 
had in view and. the: abolition of the sale of practices would 
increase the attraction of general medical praciice as a 
These factors, in conjunction with measures which the Govern: 
ment were introducing to bring higher education within the 
reach of all, would supply at no distant date an adequate 
number of doctors for the tasks dhead. 


Centralized Control 


Col. ELtiot moved that the House decline to give a Third 
Reading to a Bill which centralized control of institutions jg 
the hands of the Secretary of State, deprived local authorities 
and voluntary bodies of powers hitherto exercised to the advan. 
tage of the people, took for the Secretary of State power of 
diverting trust funds and benefactions, and gravely threatened 
the future of the practice of medicine and of research. 
Col. Elliot said the steps which the Government was taki 
could only be justified if the medical system of Scotland had 
been a signal failure instead of being, as it admittedly was, 
one of the great scientific and practising successes of the 
world. While the Government's plans were waiting to be 
carried through, the practice of medicine to help the people 
of Scotland was being held up. The stereotyping of research 
into a Government system where the subject became political 
was a strong argument against the Bill. 

Mr. RANKIN said the Bill would not interfere with the train 
ing of students and it would be possible to absorb at once into 
active work in the hospitals every young doctor who left the 
universities. He believed at the moment there was such a 
plenitude of doctors that they could not be placed in private 
practice. 

Lady Grant held that the abolition of the sale of goodwill 
of practices and the introduction of the element of basic salary 
opened the way to the full State salaried service which was the 
acknowledged aim of Labour Members. 


Democratic Research 


Dr. H. B. Moraan said the people of Scotland had not for 
years received a good medical service. The Bill was a better 
one than the English Bill. He did not deny the pre-eminence 
of the Scottish medical schools, but it did not follow that these 
schools must remain under the old system. He was glad 
Mr. Westwood was taking medical research into his hands, 
If he put some democratic non-medical people on the medical 
research body he would find them to be more useful as repre 
senting the working classes than the medical men who were 
trained as research workers. 

Lord WituiaM Scott recalled that when he joined the board 
of a London hospital he found that there were no doctors on 
the board of management. He was told that the patients and 
the medical officers did not like the presence of doctors on that 
board. It seemed to him that those to be nominally in chatge 
of the hospital system of Scotland would have immense 
responsibility and little power. 

Mr. MCALLISTER said he was not satisfied with the Bill asit 
stood when it came to the wider aspects of medicine. but 
the Bill the Scottish people would no longer have to fear what 
would happen when they fell ill. 

Sir WiLtiAM Dar Linc said the Bill was setting up eight com 
mittees to look after the health services of Scotland. including 
the Tribunal which was to look after the doctor-criminal class 
created by the Bill. 

Mr. GALLACHER said the Bill put so much power into the 
hands of the Secretary of State that it would require an intelli 
gent a, imaginative Secretary of State in close touch with the 
people. 

Major McCatium said in the Bill the House saw fhe last of 
the medical service which for years past had done good 
in the Highlands ard Islands of Scotland. Mr. Westwood had 
said that service would be swallowed up. } 

Mr. Westwoop denied this. He had said that this uni 
service had been so successful that it had been the basis of 
Government scheme for the rest of Scotland. ‘ 

Cmdr. Gatrrartu said the Secretary of State was to have hi 
finger in every pie and was taking upon himself the duty of 
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viding facilities for clinical teaching and of deciding what 
necessary to meet these needs. It was obvious that the 

‘ce he would receive on the subject would only be the advice 

of his own Depariment. The setting up of the medical educa- 
tion committees giving advice to the regional boards was some- 
thing of a pretence. People well qualified to judge received 
these proposals with dismay. The Bill sapped the independegce 


of the doctor. 
Highlands and Islands 


Mr. BUCHANAN said there was a State medical service now in 
the Highlands and Islands which was far ahead of anything 
connected with private practice or panel patients throughout 

d. - 
Pasier McCALLuM said that doctors in the Highlands and 
islands medical scheme were private doctors semi-subsidized 
by the State. : ; : p 

Mr. BUCHANAN said not a single servant in this scheme had 
made any representation against this Bill, through the British 
Medical Association, to the Secretary of State, or to the Chief 
Medical Officer. He pointed out that when it was a question 
of dealing with notifiable disease the State did all. There were 
no voluntary associations for infectious diseases and no running 
about with tin boxes for those hospitals. The Government was 
going to increase the opportunities for research. He did not 
claim that in two or three years the Bill would end the short- 
age of beds throughout Scotland ; all he did say was that if the 
voluntary hospitals were left to do it by voluntary effort it 
would take much longer. The voluntary hospital in Scotland 
to-day could not exist if almost 80% of its income did not come 
from local authorities or State sources. The “free choice” of 
doctor was limited+to a doctor who happened to practise in a 
particular area. Under a State scheme the choice would be 
wider than at present. There had been talk about doctors 
working a shift system. One of the things he had always 
desired was to see ordinary medical men get something like 
reasonable hours of work. Nearly every working-class M.P. 
for Glasgow had received representations that it was almost 
impossible to get a ,doctor on a Tuesday afternoon or on 
Sundays. 

Gs Government thought that the Bill could be made work- 
manlike and that it was a good proposition. The arrangement 
in regard to hospital treatment under a regional board was easy 
and flexible, but a great deal would turn on the humanity of 
the Secretary of State and his officials. Much of the success 
of the scheme would depend on the vigilance of the House of 
Commons and of the Secretary of State. Questions had been 
raised about the nature-cure doctors. He had no objection to 
these practitioners. If they got clients who said: they wanted 
a nature doctor he would have no objection. He had been 
asked what was the future of the State medical service. All he 
said that night was that the Government pinned its faith to 
this Bill. What might be done in five or ten years would be 
— first by the electorate and then by the Government of 
the day. 

Col. Elliot’s amendment was rejected by 143 to 54 and the 
Bill was read a third time. 


The National Health Service (Scotland) Bill had its Second 
Reading in the House of Lords on May 1. A report of the 
debate will appear in our next issue. 


Doctors’ Cars.—Mr. C. N. SHawcross, on April 21, asked whether 
the Minister of Supply knew that the efforts of the motor industry 
to give preference in the delivery of motor-cars required by doctors 
had proved ineffective. Many doctors urgenily in need of motor-cars 
for their professional duties were unable to obtain them. Would he 
consider with the industry a scheme of covenants similar to the 
scheme prohibiting resale of motor-cars within twelve months, 
whereby motor dealers were obliged to give priority of delivery to 
such doctors? Mr. Wi_mort replied: “ No, sir.” The motor industry 
was honouring its undertaking to give preference to the delivery of 
cars required by doctors, while having regard to the claims of the 
other priority users, nurses, and midwives. 


Calories.—According to Mr. Strachey the latest figure of calorie 
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intake per head of the population was for December, 1946. It was 
based on a smail but representative sample of working-class families 
and covered only food eaten in the home and not school or any 
other meals taken out of the home. The figure was 2,300 calories, 
which compared with an average of 2,390 in December, 1945. 


Vacuum Flasks.—Supplies of vacuum flasks are not yet nearly 
equal to the demand. Until they are the Board of Trade cannot 
agree to drop the permit scheme. 


Isotopes—The Radioactive Substances Bill was introduced by 
Lord Inman, Lord Privy Seal, in the House of Lords on April 24 
and was read a first time. 


Medical News 








Mr. Arthur G. Enock, M.I.Mech.E., will give a lecture on Prac- 
tical Standards in Milk Treatment and Distribution, on Tuesday, 
May 6, at 5.30 p.m., at the L.C.C. Smithfield College of Food 
Technology, Eagle Court, St. John’s Lane, London, E.C.1. All 
interested in the milk industry are invited to attend. 


A choral and orchestral concert will be given by the Music Society 
of Central London Electricity, Ltd., in aid of the British Empire 
Nurses’ War Memorial Fund on May 6 at 7 p.m. at the Kingsway 
Hall, W.C.2. The programme includes works by Handel and 
Schubert. Tickets 2s. to 10s. 6d. by post from the Fund, 36, 
Kingsway, W.C.2. or from the Kingsway Hall on the night of the 
performance. 


A meeting of the Society of Public Analysts and Other Analytical 
Chemists will be held at the Chemical Society’s rooms (Burlington 
House, Piccadilly, London, W.) on Wednesday, May 7, at 6 p.m., 
when a paper on ‘A Micro-chromatographic Method for the 
Detection and Approximate Determination of the Different Penicillins 
in a Mixture” will be presented by. Drs..R. R. “Goodall and A. A. 
Levi. The paper will be preceded by a brief account of ‘the chemical 
nature of the penicillins by Mr. F. A. Robinson. 


The forty-eighth annual meeting of the Association of Sea and 
Air Port Health Authorities of the British Isles, will be held at 
Belfast City Hall on Tuesday, Wednesday, and Thursday, May 13, 
14, and 15. The meeting will open at 10 a.m. on May 13 with a 
civic welcome ‘by the Lord Mayor of Belfast, and at 12 noon 
Mr. James Alexander will read a paper on “ The History and 
Development of the Port and Harbour of Belfast.” On May 14, 
at 10 a.m., Dr. Lloyd Hughes will present a paper on “‘ Hygiene of 
Crews’ Quarters and Provisions,’ and at 11 a.m. Sir Alexander 
Macgregor will describe ‘‘ Twenty Years of Port Medical Adminis- 
tration in Glasgow.” On May 15 papers will be read by Dr. Samuel 
Barron, at 10 a.m., on “ The Sanitary Control of Foreshores of 
Belfast Lough ”; by Dr. Melville Mackenzie, at 11 a.m., on “ Inter- 
national Health’’; and by Dr. W. G. Swann, at 11.45 a.m., on 
“Problems of Health Control] at an Air Port.” 


The Council of the Society of Medical Officers of Health is giving 
a luncheon to its chairman, Dr. George F. Buchan, on Friday, 
May 16, at the Piccadilly Hotel, London, W.1, on his retirement 
from office as M.O.H. for the borough of Willesden. The occasion 
will also celebrate the election of Dr. Buchan as an Honorary Fellow 
of the Society as a person “‘ eminently distinguished in the advance- 
ment of public health.” The attendance of other old friends and 
colleagues of Dr. Buchan will be welcome. Tickets will cost 16s. 
(inclusive of tips but not of wines), and applications should be made 
to the Executive Secretary, Society of Medical Officers of Health, 
Tavistock House South, Tavistock Square, London, W.C.1. 


St. George’s Hospital held its annual service in the chapel’ on 
St. George’s Day, April 23. The Lord Bishop of St. Albans de- 
livered the address and the Matron, Miss Helen Hanks, who is 
leaving shortly after 37 years’ service, unveiled a plaque dedicated 
to the memory of the doctors and nurses associated with the hospital 
who died as a result of enemy action during the recent war. After 
the service there was an informal reunion in the board room, 
and on May 11 a service will be held in the chapel for the rela- 
tives of the men and women in whose memory the plaque has been 
erected. 


The Right Hon. J. A. Beasley, High Commissioner for Australia, 
unveiled a wall plaque at the L.C.C.’s King George V Hospital, 
Godalming, Surrey, on April 14. It has been erected to com- 
memorate the occupation of the hospital by members of the Third 
Australian General Hospital in 1940-1 and as a tribute to the 
part the Commonwealth Forces took in the sé¢cond world war. The 
plaque has been provided out of a gift to the King George V 
Hospital by the Australian Red Cross Society of £150 as an expres- 
sion of the society’s gratitude for all that was done for sick and 
wounded Australians during the war. The rest of the money has * 
been used to provide two radiograms for use in the staff common 
sitting-rooms. 


A clinic for psychotherapy has been started by the Society of 
Analytical Psychology, Ltd., 32, Carlton Hill, St. John’s Wood, 
London, N.W.8 (Maida Vale 7039). The clinic is open on Mondays 
and Thursdays; all interviews should be made by appointment. 
The Society has also formulated a syllabus of training for analysts. 
This includes a personal and training analysis of at least three 
years, followed by a period of work under supervision. All par- 
ticulars in regard to the clinic, the training of analysts, and other 
activities of the Society may be obtained from the Secretary. 

In our advertisement columns this week the Royal College of 
Surgeons of England invites applications for the post of lecturer 
in physiology at a salary of £800 per annum. 
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A large-scale attack on tuberculosis is to be begun in South 
Africa with the aid particularly of B.C.G. vaccine and the vole 
bacillus vaccine developed by Dr. A. P. Wells, who is at present 
in Durban. Work on the latter bacillus, which causes a fatal 
disease in wild voles, was carried out at the King George V Hospital 
in Durban during the war. Dr. B. A. Dormer, Chief Tuberculosis 
Officer for South Africa, emphasizes that before these vaccines can 
be widely used much preliminary epidemiological investigation is 
necessary. 


The Secretary of State for Scotland and the Minister of Health 
have set up a working party to inquire into the recruitment and 
training of midwives and any other matters which have a bearing 
on the present shortage of practising midwives. The chairman is 
Mrs. Mary Stocks, B.Sc., Principal of "Westfield College, London. 
Assisting the working party is a steering committee, also under the 
chairmanship of Mrs. Stocks. All correspondence, including any 
suggestions from interested organizations, should be addressed to 
the Secretary of the Midwifery Inquiry, Ministry of Health, 
Whitehall, London, S.W.1. 


Dr. Eleanor H. Kelly has been appointed a Justice of the Peace 
for Wimbledon and was recently elected a member of the Merton 
and Morden Urban District Council. 


Dr. Peter McBride, of York, who died on June 16, 1946, left 
£85,736. Prof. W. Gemmill, of Birmingham. Professor of Surgery 
in Birmingham University, who died on July 28, 1946, left personal 
estate in England and Scotland valued at £67,568. Prof. J. W. W. 
Stephens, of Ferryside, Carmarthenshire, Emeritus Professor of 
Tropical Medicine, Liverpool University, who died on May 17, 
1946, aged 81 years, left £16,792. Dr. Ilja Margolin, of Birming- 
ham, who died on June 28, 1946, left £10,311 Dr. Ernest Mallam, 
of Oxford, who died on Oct. 24, 1946, left £47,588. Dr. George 
Alexander Troup, Aberdeenshire, who died on Oct. 24, 1946, left 
£32,820. Sir William J. Collins, who died on Dec. 12, 1946, left 
£33,272. Mr. Arthur Tudor Edwards, who died on Aug. 25, 1946, 
left £52,472. Prof. T. Wardrop Griffith, of Leeds, Emeritus Pro- 
fessor of Medicine, Leeds University, who died on Oct. 21, 1946, 
left £49,478. 








EPIDEMIOLOGICAL NOTES 


Discussion of Table 


In England and Wales increases were reported in the notifica- 
tions of measles 1,983, dysentery 33, and diphtheria 29, while 
there was a fall in the incidence of scarlet fever 67 and of 
whooping-cough 24. 

A rise in the notifications of measles was recorded in most 
areas; the largest increases were Yorkshire West Riding 329, 
Staffordshire 171, Leicestershire 160, Lancashire 138, Glamor- 
ganshire 110, and Warwickshire 107. Only slight changes 
appeared in the local trends of scarlet fever and diphtheria. 
The local incidence of whooping-cough fluctuated but the 
general tendency was for an increased incidence in the south 
and a decrease in the north; the largest rise was Kent 51 and 
the largest fall Lancashire 64. The increase in cases of 
dysentery was due to an outbreak involving 25 persons in 
Surrey (Woking U.D. 21). p 

In Scotland there was a decrease in the incidence of whooping- 
cough 52, measles 31, and dysentery 10. Notifications increased 
for scarlet fever 22, diphtheria 13, and cerebrospinal fever 11. 
The increase in cases of diphtheria was confined to Glasgow, 
where the incidence rose from 11 to 32. The rise in the 
notifications of cerebrospinal fever was contributed by the 
western area of the country. 

In Eire the chief features of the returns were rises in the 
incidence of whooping-cough 33 and diarrhoea and enteritis 
21; these increases were contributed ‘by Dublin C.B. 

In Northern Ireland infectious diseases were less prevalent 
during the week and small declines were recorded for most 
diseases. 


Births and Deaths During the March Quarter 


The number of births registered during the first quarter of 
this year in England and Wales was 241,421, equivalent to a 
rate of 22.8 per 1.000. This was the highest rate since the 
second quarter of 1921 and was 6.7 above the average of the 
first quarters of 1941-5. The death rate was 17.2 per 1,000, 
and was 2.5 above the rate of the first quarter of 1945 and 
2.4 above the 1941-5 average. 


Week Ending April 19 


The notifications of infectious diseases in England and Wales 
during the week included: scarlet fever 930, whooping-cough 
2,117, diphtheria 182, measles 9,035, acute pneumonia 728, 
cerebrospinal fever 81, dysentery 46, acute poliomyelitis 9, 
smallpox 2, paratyphoid 5, typhoid 5. 
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INFECTIOUS DISEASES AND VITAL STATISTIC 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended April 12. 


Figures of Princiral Notifiable Diseases for the week and those for the 
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Polio-encephalitis, acute 
Deaths 








Poliomvelitis. acute 
Deaths 
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births (including 
stillborn) re 





246 





35 





48 


35 











236 








38 


39 











* Measles and whooping-cough are not notifiable in Scotland, and the 
are therefore an approximation only. 
t Includes primary form for England and Wales, London (a 
county), and Northern Ireland. 
t Includes puerpera! fever for England and Wales and Eire. 
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Any Questions? 


————— ST 

Correspondents should give their names and addresses (not for 
ublication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 








Artificial Insemination 


Q.—A patient of mine wishes to be artificially inseminated. 
A suitable donor has been obtained. When should artificial 
insemination be performed and exactly what technique should 


be used ? 

—If the donor is already selected it is perhaps rather late 
to offer advice on this point. Experience has shown, however, 
that it is important that he and the patient should remain 
anonymous to each other. Their blood groups should be 
known if only to exclude Rh incompatibility, and his seminal 
fluid should have been fully analysed and also cultured to 
exclude infection in his genital tract. For the purpose of 
insemination the semen should be collected by masturbation 
into a dry glass container whose interior is sterile. It should 
be kept at atmospheric temperature during the interval between 
collection and injection, which should not exceed three hours 
and is preferably less. 

If the genital organs of the woman are normal, the technique 
of injection is comparatively simple. The cervix is exposed 
by inserting an unlubricated speculum into the vagina; any 
discharge is wiped away but no antiseptic should be used. 
A small quantity of semen, not more than 1.0 ml. (0.1 to 
0.2 ml. is adequate), is drawn up into a dry and sterilized 
pipette and is injected slowly and with minimal pressure just 
within the cervical canal. Most of it escapes back into the 
upper vagina. The patient should remain lying flat for about 
five minutes afterwards. 

If artificial insemination is indicated, then it will only be 
effective if performed at about .the time of ovulation. This 
can sometimes be roughly determined from daily records of 
the waking vaginal or rectal temperature, the occurrence of 
ovulation being indicated by a fall followed by a sharp rise 
within twenty-four hours. Ovulation pain or haemorrhage 
may also be a useful guide. If it is impracticable to determine 
the time of ovulation then insemination should be repeated 
every two or three days between the eighth and eighteenth 
days of a twenty-eight-day cycle, i.e., four or five times in all. 
It should be realized moreover that insemination may have 
to be carried out during several monthly cycles before a 
pregnancy results. 

Finally attention should be drawn to the medico-legal aspects 
of this procedure. They are considered in a leading article 
elsewhere in this issue (p. 605). 


“ Faecal B. Coli” 


Q.—The term “ faecal B. coli” is often used in bacterio- 
logical reports. Is there a B. coli which is not faecal? Does 
the term imply that the organism is of human origin? 1 believe 
that human B. coli cannot be distinguished from those of animal 
origin. 

A.—The term B. coli in its widest sense includes the large 
number of related strains and species forming the coli-aerogenes 
group of the genus Bacterium. Most of these organisms fall 
into one of two main subdivisions: (1) the faecal B. coli which 
commonly frequent the intestinal tract of man and animals; 
(2) the non-faecal B. coli which usually exist as free-living forms 
associated with soil. water, and plants. Therefore many B. coli 
occur which are not faecal; those which are not faecal are 
widely distributed as animal parasites. There is no constant dis- 
tinction between strains of human and those of animal origin. 
As is only to be expected, each habitat is to a limited extent 
interchangeable, and bacilli having intermediate characteristics 
are sometimes encountered. In spite of this, it is useful in 
public health work to determine to which group contaminants 
of milk and drinking-water belong: this broad distinction is 
based on a study of the organism's biochemical reactions. Non- 
faecal B. coli from such sources have very much less significance 


‘than those of faecal type, since the presence of the latter implies: - 


probable faecal pollution and all the risks of infection with 
intestinal pathogens which this may entail. 


Intermittent Claudication 


Q.—I have read that the Americans have had excellent results 
from injections of vitamin C and histidine in intermittent 
claudication. Has it been tried in this country ? 


A.—This question evidently refers to the preliminary report 
of Wirtschafter and Widman. (J. Amer. med. Ass., 1947, 133. 
604) on the treatment of eleven cases of peripheral vascular 
disease with histidine and ascorbic acid. The rationale of the 
treatment is that ascorbic acid converts histidine slowly into 
histamine, which acts as a vasodilator. These authors give 500 
mg. of sodium ascorbate intravenously, followed by 5 ml. of a 
4% solution of histidine hydrochloride intramuscularly and 100 
mg. of sodium ascorbate intravenously. Treatment is repeated 
every 4, 6, 8, or 12 hours according to the severity of the 
condition. So far as we are aware the method has not been 
tried in this country. 


Edentulous Halitosis 


Q.—Since having all her teeth extracted for dental sepsis a 
patient has complained of an unpleasant taste in the mouth and 
notices a film on her dentures. It is temporarily relieved after 
meals and by mouth-washes. The tongue, buccal mucosa, and 
pharynx appear normal. What treatment is recommended ? 


A.—Occasionally a small fragment of tooth root left behind 
during extractions is to blame in such cases. A small] sinus may 
be found from which pus can be expressed. In consequence 
it is always advisable to have a full set of dental x-ray films 
in such a case to exclude the presence of any retained roots. 
Should no such obvious cause be present to account for the 
unpleasant taste, the denture itself is sometimes to blame. Some 
patients do not tolerate vulcanite well, and trouble sometimes 
occurs where the rubber has not been thoroughly vulcanized. 
In these cases it is worth trying an acrylic resin denture. The 
latter type, however, sometimes itself gives rise to a taste where 
the resin has not been thoroughly processed. 


Burnt Nipple and Lactation 


Q.—A patient, now aged 23, suffered a burn in early child- 
hood involving the nipple and areola of the right breast. The 
nipple is considerably smaller than that of the other side, and 
the openings of the lactiferous ducts appear to be obliterated. 
Can a nipple which will function be established ? 


A.—There is no known method of establishing new openings 
to lactiferous ducts which have been obliterated as a result of a 
burn in early childhood. If, however, the nipple is present as 
in this case, it is likely that some degree of lactation may prove 
possible, as a few remaining ducts may communicate with 
secretory tissue. 


Death Rates, 1936-46 


Q.—How does the present death rate compare with the pre- 
war rate and with that during the war? 


A.—The crude death rate of 11.5 per 1,000 in 1946 was below 
the average of the immediate pre-war years and the average 
of the war years. The death rate during 1936-9 varied from 
11.6 to 12.4, and during 1940-4 the death rate ranged from 11.5 
to 13.9. 


Penicillin Desensitization 


Q.—A patient has had severe reactions to various forms of 
penicillin treatment ; also a violent eczematous reaction follow- 
ing a subcutaneous test dose of the drug. I should like to know 
if desensitization to penicillin has been undertaken. Is the 
immunity of a lasting type? Does desensitization of the tissue 
cells lead to any insensitivity of the infecting organisms to the 
drug, thus reducing its therapeutic efficacy ? 

A.—O'Donovan and Klorfajn (Lancet, 1946, 2, 444) desen- 
sitized a patient by giving 15.000 units by mouth several times 
a day for a fortnight. There is no reason to suppose that any- 
one who has ceased to be sensitive will spontaneously become 
so again ; though further treatment might, of course, reproduce 
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the condition. There is no connexion whatever between tissue 
sensitivity and the susceptibility of micro-organisms to peni- 
cillin ; hence there is no danger that desensitization would lead 
to any impairment of therapeutic effect. 


Pediculosis 


Q.—Are there other hosts than man for Pediculus capitis and 
corporis and Phthirius pubis? If so, what? 


A.—There are no other natural hosts than man. Some 
American workers have shown that P. humanus corporis can be 
reared with considerable difficulty on the rabbit (Davis and 
Hansens, Amer. J. Hyg., 1945, 41, 1). The abdomen was shaved 
daily and the lice fed two or three times a day. Even so there 
was a high mortality, though it was just possible to rear two 
generations on this host. 


Sexual Frigidity 


Q.—Is there any remedy for a fertile young married woman 
with markedly subnormal sexual desire associated with 
abnormal sleepiness? She is otherwise normal. Could the 
condition have an endocrine basis ? 


A.—Sexual frigidity is rarely due to an endocrine cause, and 
more often is the result of a faulty outlook on sex matters or a 
failure on the part of the husband to rouse the sex-urge, which 
usually is latent in women and has to be developed by careful 
and patient education. In this case, however, the association 
of sleepiness raises the possibility of a hypothalamic or hypo- 
thalamic-pituitary disorder. The fact that she is fertile is 
evidence against any gross pituitary fault, but a lesion in the 
central nervous system should be excluded; so also should 
hypothyroidism. If no organic cause can be found hormone 
therapy is not likely to help, and the first step should be to make 
sure that the husband is fully aware of his duties in respect of 
love-making ; one of the many books on the subject might help 
him. There should also be careful inquiry into the past history 
of the wife to see if there is any factor in her upbringing or any 
experience in earlier years which has given her a revulsion to 
the physical side of marriage. 


Tests of Paternity 


Q.—Is there any reliable method of proving the paternity of 
a child who bears a strong resemblance to a suspected party 
and none at all to the supposed father ? 


A.—No test yet devised will positively assign paternity to a 
child, but examination of the inheritable . (blood-group) 
characters of the blood in relation to the supposed parents will 
in about one-third of the cases disprove the paternity of a 

' particular man, for example, a husband who is not really the 
father. Broadly speaking, the child cannot have a group- 
character that it has not inherited from one or other parent. 
If all its group characters are accounted for in the blood of the 
husband and wife, then the husband can (not necessarily must) 
be its father. Any character not possessed by one or other of 
the couple must, on the other hand, have come from a man 
not the husband. Small samples of blood are needed from 
husband. wife, and child. Unfortunately, since medico-legal 
blood-grouping was discontinued at St. Mary’s Hospital, it has 
become very difficult to get the tests done in this country. 
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INCOME TAX 


All inquiries will receive an authoritative reply but only a selection 
can be published. 


Cost of Books 


N.E. asks whether the cost of replacing old editions of medical 
books with new editions is an allowable expense. 


*," It depends on the nature of the earnings from which the 
deduction of such expenses is claimed. If the earnings are assessable 
under schedule D (e.g., are derived from géneral practice) such 
expenses are normally allowable. If, however, the earnings are 
assessable under Schedule E (as are the emoluments of an employ- 
ment) such expenses are disallowed on the ground that they are 
not incurred necessarily in the performance of the duties of the 
employment but rather to put the taxpayer into a position to 
perform them. 
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Blood Products for Transfusion by Ship Surgeons 


The normal issue for each ship will be six bottles of dried 
or serum together with sterile distilled water for reconstitution ang 
two sterile giving sets. If this is considered insufficient, increased 
supplies may be made after consultation by writing or in Person x 
with the transfusion officer concerned; but no more than six . 
will be issued to an accredited messenger without such consultation 
Any material not used within six months should be taken as soon F! 
as possible to the nearest depot for inspection. Supplies willnotbell . 
available through shipping chemists. Further supplies will be issued 
against the return of the empty or unused bottles and giving seis 
to any of the undermentioned centres: 


London Docks.—The House Governor, London Hospital, White. 
chapel. Tel.: Bishopsgate 8333. Southampton.—Dr. H. H. G 
Royal Southampton Hospital, Southampton. Tel.: Southamptonfl 
76211. Plymouth, Falmouth, and Avonmouth.—Regional Transfusion 
Centre, Southmead, Bristol. Tel,: Bristol 68021. Cardiff and Welsh 
Ports——Regional Transfusion Centre (Welsh Board of Health), 19, 
Newport Road, Cardiff. Tel.: Cardiff 4521. Liverpool—Regiongl 
Transfusion Centre, 102-4, Whitechapel, Liverpool, 1. Tel.: 
6314-5-6, Ext. 85. Glasgow and West Scotland Ports.—Glasgow 
and West of Scotland Blood Transfusion Service, 15, North Port. 
land Street, Glasgow, C.1. Tel: Glasgow, Bell, 4111. Edinburgh 
and East Scotland Ports.——Edinburgh and South-East Scotland Blood 
Transfusion Service, Clinical Laboratory, Royal Infirmary, Egdip. 
burgh 3. Tel.: Edinburgh 26031, Ext. 179. Newcastle.—Regional 
Transfusion Centre, 78, Jesmond Road, Newcas'le-upon-Tyne. Tel,: 
Jesmond 2992. Hull.—Regional Transfusion Centre, E.M.S. Ho 
pital, Meanwood Park Colony, Tongue Lane, Leeds, 2. Tel.: 
52651. ' 
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Gifts to Hospitals 










The British Hospitals Association has prepared a memorand bacillus 
which explains briefly how intending donors may still make gifts to ve 
hospitals with the assurance that their benefactions will be app Ameri 
in accordance with their intentions and for the benefit of the p the diff 
ticular hospital or locality in which they are interested. This objet strepton 
can be accomplished by taking care that the will, or deed of gi might sa 
or directions, make it clear that the gift is to be treated as of str 
capital fund, separate from the general funds of the hospital, om. ©P 
as a fund for some specific object of a capital nature. Such a gify “on ma 
may consist of money or of property. A point to be noted also bottle o: 
whether the gift is made before or after the “ appointed day: taining 
Appropriate forms of words for use in making gifts to a hospi 
are included in the memorandum. These have been prepared t Inf 
Chancery counsel at the request of the British Hospitals Associatio 

For sc 
Buccal Ulceration and Menstruation serum w 

Dr. A. G. T. Brown (Horley, Surrey) writes: I noted the questio=g] When st 
(March 15, p. 365) put by a doctor concerning his edentulous patie that we 
who suffered buccal ulceration near the time of menstruation in titra 





asking for the treatment. I saw a woman of the same age 
months ago with the same trouble who had had all dental cause 
excluded. Stilboestrol gave her violent nausea but stopped t 
ulcers completely. In this case they were on the upper gu 
opposite the canine teeth. Subsequent trial with dienoestrol 0.3 m 
during the second half of the cycle taken every other day 
to have prevented recurrence. Your correspondent may be intereste 
in this treatment. 
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Correction 
In our Epidemiological Notes of April 19 (p. 550) the stateme 








“In Aberdeen 89 babies have died of gastro-enteritis during t In rege 
past three months was incorrect. Over this period 89 was Gi the st 
total number of deaths of children under one year; of these death ad beer 





31 were due to gastro-enteritis. 
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